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LECTURES ON MEDICAL ETHICS.* 


By A. V. M. Anderson, M.D., Ch.B. (Melb.), 
Lecturer on Medical Ethics, University of Melbourne. 








I. 





It has long been recognized that adequate as the 
edueation of the medical student is in the sciences 
which lie at the foundation of the medical curriculum 
and in the technical details of medicine, surgery, 
obstetrics, ete., the young medical man as a rule enters 
upon practice with no clear knowledge as to the ethical 
relation in which he stands to the State, to the publie, 
to his patients and to his fellow practitioners. He is 
thus, through sheer ignorance, apt to find himself 
involved in misunderstandings with various sections 
of the community and so his initial difficulties are 
made much more numerous and trying than they 
need have been. The necessity for some instruction 
in medical ethies has been recognized in many coun- 
tries and various attempts have been made to remedy 
this defeet by leetures, text books, ete... The Couneil 
of the Vietorian Branch of the British Medieal As- 
sociation has for the last four years dealt with ethieal 
questions and has had many matters of an ethieal 
nature brought before it for its decision. These 
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have revealed much want of knowledge of proper 
ethical procedure. 
General Principles. 

The principles of medical ethics are comparatively 
simple. It was felt that they could be put before medi- 
eal students in a very short course of lectures, so that 
the already overloaded curriculum need not be 
heavily burdened by this additional matter. The 
Council, therefore, brought under the notice of the 
Faculty of Medicine the need that existed for instruc- 
tion in this branch of medical knowledge and the 
Faculty has consequently established the lectureship. 

It is interesting to remember that a code of medi- 


“eal ethies is one of the earliest written documents of 


which we have knowledge. It may be as well to 
give you the words of the Hippocratic oath which 
dates back to the fourth century, B.C.. 

I swear by Apollo, the Physician, by Asclepios, by 
Hygeia and Panaceia and by all the Gods and Goddesses, 
calling them to witness that I will observe this my 
oath and carry out these my undertakings to the best 
of my power and understanding. 

I swear to honour him who has instructed me in this 
art as I honour my parents, to share his fate and if 
occasion arise, to provide him with the necessaries of 
life. His descendants shall be aS my own brothers and 
I will, if desired,.teach them the art without money and 
without bond, imparting precepts, lectures and other 
knowledge to my sons, my master’s sons and to the 
students admitted according to the laws of medicine, 
but to none other. 
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I will employ dietetic measures to the use and profit 
of the sick according to my capacity and understanding. 
If any danger and hurt threaten, I will endeavour to 
avert them. 

I will yield to no entreaty to supply a poisonous drug 
nor give advice to him who demands it. 

Nor will I give to any woman the means of procuring 


abortion. 

I will order my life in purity and piety and so prac- 
tise my profession. 

Also I swear by the Gods to cut no one for stone, 
but to leave this operation to those whose profession 
it is. 

However many houses I visit, it shall always be to 
the advantage and profit of my patients and I will hold 
myself aloof from every intentional and injurious evil, 
in particular from sexual relations with men and women, 
free or slave. 

I will keep silence on that which I hear or see in the 
course Of treatment or in every-day life which should 
not be repeated, holding such to be a secret. 

If now I keep my oath, may I enjoy a happy life 
and a prosperous practice and be held in esteem for all 
time and by all men, but if I break it may the opposite 


happen. 

Although we may not entirely agree with the verbal 
substance of this oath, several of its principles lie at 
the root of present-day medical ethies. For example, 
I may call your attention to the need for absolute 
secrecy in regard to the affairs of our patients, the 
refusal to be party to the procuration of abortion 
and the principle of imparting freely to our fellow 
practitioners whatever knowledge we acquire. It 
might not be amiss in regard to the question of oper- 
ating for stone mentioned in the oath to venture the 
opinion that it is not always in accord with the high- 
est standard of ethics that the budding surgeon should 
undertake intricate operations when the best inter- 
ests of the patients would seem to indicate the neces- 
sity of the services of a more experienced practitioner. 

On the subject of medical ethics there are several 
text-books which are available for the medical man. 
Of these the best is probably that by the late Robert 
Saundby (Second Edition; Chas. Griffin & Company, 
1907). I have used this and other text books freely 
in the preparation of my lectures. Saundby’s book 
is the recognized ethical authority of the local branch 
of the British Medical Association. 

De Styrap’s ‘‘Code of Medical Ethies’’ (H. K. 
Lewis, 1905) is also a good guide in ethical matters. 
In lighter vein, but readable and very sensible, is 
Cathell’s ‘‘ Book on the Physician Himself.’’ Another 
book by the same author on ‘‘The Physician’s Wife’’ 
is also worth reading. Osler’s ‘‘ Aequanimitas’’ should 
be read by all of you. 
tralia should possess the very brief ‘‘Principles of 
Medical Ethies’’ adopted by the Federal Committee 
of the British Medical Association in Australia and 
by the various Branch Councils throughout the Com- 
monwealth. a 

It is well to refer also to the ‘‘Rules Concerning 
Advertisements’? which have obtained similar ap- 
proval. Questions of ethics and decisions given upon 
them are frequently published in the columns of the 
British Medical Journal and may be perused by the 
readers of the Journal with advantage. 

In any difficulty which may arise, the services of 
the Council of the Victorian Branch of the British 
Medical Association are always at the disposal of 


Every medical man in Aus- 
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members of the Association. From this standpoint 
alone it is a good, thing for the young man starting 
practice to become a member of thé Association. 

Much ignorant talk is current as to the absurdities 
of medical ethics or medical etiquette. It is well to 
recognize that medical ethics are simply a branch of 
general ethies. Ethics has been defined as ‘‘the science 
which treats of the nature and grounds of moral 
obligations, which teaches men their duty and the 
reasons of it.’’ Medical ethics is a limitation of this 
to the conduct of medical men in their professional 
capacity. ‘‘It does not deal with their actions as 
members of the community at large, as citizens or as 
items of any social plane, but solely with what is 
incumbent on them as medical practitioners.’’ 

According to the Central Ethical Committee of the 
British Medical Association the distinction between 
ethics and etiquette is that transgression against the 
former would constitute an offence against ethical 
or moral principles and that against medical etiquette 
would be a breach rather of manners and good taste. 

Ethical principles may be regarded under three 
headings; each relationship may be well exemplified 
by aphorisms which give the key note of practice. A 
medical man in his association with his colleagues 
should follow the golden rule: ‘‘Whatsoever ye would 
that men should do te you, do ye even so to them.’’ 
In his relations with his patients his motto should 
be: ‘‘The safety (or health) of the patient is the 
supreme law.’’ ~In his relations to the State the 
guiding principles is: ‘‘Render unto Cesar the things 
that are Cwesar’s’’ or obey all lawful authorities. 
(Saundby.) 

The respect and esteem in which the profession is 
or should be held, depend on the fact that it is a 
profession and not a trade, that is to say, every medt- 
cal man is presumed to practise his profession not 
for the monetary gain which the profession brings, 
but because he recognizes it as a means of doing good 
and an opportunity for service ; the rewards that come 
to him should be a secondary matter. As Ruskin 
in ‘‘Unto This Last’’ says, in talking of the five 
great intellectual professions, ‘‘the physician’s duty 
is to keep the nation in health and it is his duty to 
die rather than to leave his post in plague.’’ We do 
say not that in non-professional occupations the same 
feeling of doing honest work does not obtain. This 
feeling is of the essence of the work of the profes- 
sional medical man and the standard required of him 
is so much the higher than in the case of the trades- 
man. 

It would seem desirable in considering medical 
ethies that we should discuss in succession the rela- 
tions of the medical man under the three headings 
already mentioned. First his relations to his fellow 
practitioners will be considered. It is well known 
that in order to be on proper terms with one’s neigh- 
bours, it is desirable to know them well; this applies 
in a very’ special way to the medical man starting 
practice. 

It has been said that: 


For every medical man there exists great necessity 
for watchfulness in speech and action, lest some care- 
less remark, some little heeded act bring unintended 
trouble on the shoulders of a professional brother. On 
the other hand, it makes for an unhappy life to be 
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thin skinned, to be always on the look-out for a per- 
sonal application or for slights in’ whatever is said and 
done by those around us. Happy is the man who can 
just go straight on to his goal regardless of what is to 
right or left of him, heeding little what others do or 
say, so long as he satisfies his own mind and conscience 
and convinced that so acting his object will be obtained. 
Valuable as this spirit is in every condition of life which 
necessitates much intercourse with fellow men, in no 

. profession, I think I may say in no occupation, does it 
more conduce to a happy life than in medicine. 


Intra-Professional Conduct. 

It is one of the old-fashioned rules of the pro- 
fession that a neweomer to a locality should make a 
formal eall, the so-called courtesy eall, on his medi- 
cal neighbours within a reasonable distance. In 
country districts this call is made on all the medical 
men in the vicinity. In cities and suburbs, a radius 
of half a mile is considered to be within calling 
distance. 

This call should be returned in the usual way as 
soon as convenient. In these days when convention- 
alities are less observed than formerly, it may be 
more usualy simply to leave a card, if even this for- 
mality is followed; but the old custom of the per- 
sonal call is a good one and should be observed. In 
present days when the newcomer is sometimes a 
woman, the same procedure should be observed. 

It is wise for a young graduate to join any medi- 
eal society in the district, especially the British Medi- 
eal Association, in order that he may form the 
acquaintance of his fellow practitioners. This is 
especially required at present, when organization and 
union of the profession are so necessary. There is an 
educational advantage as well in attending the scien- 
tifie meetings where he may hear the views of other 
members of the profession on their experiences and 
methods of treatment. I should also advise you to 
join the Medical Defence Association, membership of 
which may save you many troubles of which you are 
at present unaware. It is always desirable to be on 
good social terms with your fellow practitioners and 
an oceasional social meeting at one another’s houses 
is a very good way of cultivating a friendly feel- 
ing with your medical neighbours. It has been said 
with much truth that professional differences not in- 
frequently arise from want of candour or worse on 
the part of the patients who may make mis-statements 
as to the utterances of medical men. These differ- 
ences might easily have been prevented by a courteous 
inquiry by the person affected. They are much ‘less 
likely to happen where a friendly feeling exists be- 
tween medical men. 

It is well for you at the outset of practice to know 
exactly who those practitioners are with whom you 
may associate. In every large medical community 
there are certain medical men whose conduct is such 
that they cannot be met professionally by other mem- 
bers of the profession. One of the uses of the local 
medical society is that the medical practitioner may 
be circumspect in the selection of his associates. Any 
close relationship with one who follows unethical prac- 
ticés, casts suspicion upon a medical man. 

On a somewhat different footing are those medi- 
eal practitioners whose ethical conduct is above re- 
proach, but who base their practice on an exclusive 
dogma, such as homeopathy. Unanimity of opinion 





does not exist among members of the profession con- 
cerning the practice of consulting with homeopaths, 
especially in the case of surgical consultations. In 
our own ecity some well-known members of the pro- 
fession are moving in the matter of the recognition 
of homeopaths. In ‘‘The Principles of Medical 
Ethies’’ it is definitely stated that it is unethical for 
any member of the British Medical Association in 
Australia to meet professionally in consultation, as 
assistant, or in any way any practitioner who desig- 
nates his practice as based on an exclusive dogma, 
such as homeopathy. This principle must be for 
the present strictly followed. In this connexion I 
quote from the British Medical Journal a reply to a 
corespondent who takes the view formulated by ‘‘ The 
Prineiples of Medical Ethies.’’ The Journal says: 
Our correspondent forgets (1) that practice and ethics 
are not so entirely opposed as he thinks and (2) that 
the foundation of medical ethics is not the good of 
the profession only, or a section of it, but the good of 
society and especially of those members of it who are 
sick and in need of medical and surgical assistance. 
Rules forbidding consultation with individuals who have 
rendered themselves objectionable to the general body 
of the profession for any reason, can never be enforced 
absolutely. It is always necessary to allow for those 
cases in which, in the interests of the patient, such 
objections must be waived. Operating surgeons are 
particularly liable to be summoned to cases in which 
their prompt attendance is necessary if life is to be 
saved, and it would be a grave scandal to the medical 
profession if a patient’s life were to be sacrificed to a 
scruple respecting the therapeutic doctrines held by the 
-medical practitioner in attendance. 


The Central Ethical Committee of the British Medi- 
cal Association some time ago laid down certain prin- 
ciples which should guide medical men in cases where 
they were prevented, for ethical reasons, from meet- 
ing in consultation an ‘‘unethical’’ practitioner. It 
was stated by the Committee that, when refusing, 
the practitioner should confine himself to a simple 
statement that for reasons personal to himself he 
could not consent to meet the practitioner in question. 
No statement reflecting on the character or profes- 
sional status of the proposed consultant should be 
made. In eases of urgency the condition of the pa- 
tient might make it indispensable that the practitioner 
previously in attendance should be met. Then the 
practitioner called in must be prepared to submit a 
report of his action to any professional body which 
may have authority to investigate his conduct. 


Covering. 

The offence known as covering an unregistered 
medical or dental practitioner, is one of some serious- 
ness. Occasionally a man who is unqualified, such 
as a medical student who has completed part of his 
course, is known to attend patients and the offence 
of covering means ‘‘countenancing and assisting by 
a medical man such unqualified or unregistered per- 
son in attending or treating patients either by giving 
certificates of death or otherwise.’’ In the United 
Kingdom an offence of this kind may be punished 
by the removal from the roll of the name of the 
offending practitioner. While such a punishment 
cannot be inflicted here, still the practice is unethi- 
eal. Similarly a medical man must not employ an 
unqualified assistant (in war time and epidemic emer- 
gencies very limited exceptions to this practice have 
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been allowed, but only under the most exceptional 
circumstances). Similarly, assisting an unregistered 
chemist or dentist or midwife comes under the eate- 
gory of covering and is regarded as a serious offence. 


Consultations. 

While thus a medical man must be very careful 
as to the people whom he should avoid meeting, in 
consultation especially, the rules which guide his 
action in the ease of consultation with a reputable 
medical man are, to the beginner in practice, somewhat 
involved and not always thoroughly understood. In 
the first place the desirability of consulting with a 
more experienced medical practitioner or with one 
who has special knowledge is apparent in a case of 
any seriousness, or where a difficult diagnostic prob- 
lem presents itself. Often, too, a patient or his 
friends desire the attendance in consultation of 
another practitioner, perhaps the former medical at- 
tendant of the patient who has given up general for 
consulting practice, or who has removed from the 
locality. 


The cases in which consultation is specially re-— 


quired, may be stated as follow: 

(a) When a question arises of the propriety of 
performing an operation or adopting some course of 
treatment which may be dangerous to life or per- 
manently injure the patient, especially if the con- 
dition which it is sought to relieve by this treatment 
be not itself dangerous to life. 

(b) When the question arises of the destruction 
of a fetus or unborn child in the interests of the 
mother. 

(c) When the practitioner in attendance is defin- 
itely in doubt as to the diagnosis or as to the treat- 
ment to be followed and when delay at arriving at 
a decision might be fraught with serious consequences 
to the patient. 

(d) When there is evidence of serious doubt in the 
mind of a patient or -his friends as to the correct- 
ness of a diagnosis or of the treatment pursued. 

(e) When the attendant has reason to suspect (1) 
performance of any illegal operation, (2) adminis- 
tration of poison, (3) commission of any other 
criminal offence. 

Speaking generally it may be said that whenever 
a consultation with an ‘‘ethical’’ practitioner is pro- 
posed by a patient or his friends, the request should 
be acceded to by the medical man attending the pa- 
tient. There is no loss of dignity or prestige in 
meeting a medical man in consultation and the re- 
sponsibility of the case is then shared by the con- 
sultant. 

Where the result of the consultation is the per- 
formance of an operation and the consultant is a 
surgeon, the responsibility of the operation and sub- 
sequent treatment usually devolves upon the consult- 
ant. In practice, however, it is not uncommon for 
the medical attendant to see the patient regularly 
after the operation and for the surgeon to visit the 
patient occasionally with the medical attendant. 
Strictly speaking, however, the general opinion is that 
the surgeon who operates, should be responsible for 
the post-operative treatment. 

The usual procedure when a consultation is re- 
quired is that the attending practitioner communi- 


/ made through the medical attendant. 





cates with the consultant, a time for consultation is 
fixed, usually to suit the convenience of the consult- 
ant, and a notification of this time is made to the 
patient by the ordinary attendant. The latter shouid 
also let the patient know what the consultant’s fee 
will be. He is not liable to see that this fee is paid, 
but payment is usually made to a consultant at the 
time of consultation. A fee is, of course, payable to 
the ordinary attendant.. In the new form of agree- 
ment between lodges and doctors recently suggested 
by the Victorian Branch of the British Medical .As- 
sociation a fee is payable by a lodge patient to the 
lodge doctor. 

At the consultation the medical attendant of the 
patient usually gives an outline of the case to the 
consultant ; he then precedes the consultant into the 
patient’s room, introduces him, if this be necessary, 
and an examination by the consultant or a joint ex- 
amination takes place. The consultation is then held 
by the medical mep apart from the patient or his 
friends in another/room, and the result thereof and 
any proposed alteration in treatment is made known 
by the consultant. Occasionally, there may be want 
of agreement between the two medical men. If this 
should happen either (7.) the ordinary medical at- 
tendant waives his opinion and agrees to give the 
treatment suggested by the consultant a fair trial, 
(7i.) the medical attendant may state the fact that 
he disagrees, but that he defers to the greater author- 
ity of the consultant or (7ii.) he may suggest a fur- 
ther consultation or (iv.) he withdraws from the ease. 

(1) It is one of the strictest rules of ethies that a 
consultant who has been introduced to a patient by 
the medical attendant, must not see the patient again 
unless in consultation. (2) The only exception to this 
is where the consent of the medical attendant is 
given to the consultant to see the patient alone. (3) 
Subsequent consultation is usually between the con- 
sultant and the medical man with whom he has pre- 
viously seen the patient; if, however, a_ patient 
changes his medical adviser, the consultant may see 
the patient with the new medical attendant. 

Oceasionally it happens that one of the two parties 
to a consultation is absent at the appointed time. 


_If the absentee is the ordinary medical attendant, the 


consultant may either defer examination or may ex- 
amine the patient, but should not give his diagnosis 
or prescribe treatment to the patient or his friends. 
He should write a note to the medical attendant, whe 
should in turn communicate the facts to those im- 
mediately concerned. 

After he has seen the patient in consultation the 
consultant should not call on the patient even as a 
friend. Any inquiry about the patient should be 
It is always 
desirable that the consultant should refrain froin 
making any unnecessary or trivial change in treat- 
ment or from eriticizing the previous treatment of 
the patient. Such little divergencies are often mag- 
nified by the patient into great differences and il! 
feeling is created between the patient and his medi- 
eal adviser. It is usually a perfectly easy matter 
for the consultant to state to the medical attendant 
any point on which he differs from him. It is, of 
course, necessary that the consultant should see that 
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the patient gets the full benefit of his consultation. 
It frequently happens that the consultant is, like 


the attending practitioner, not a specialist, but a gen- 


eral practitioner, as, for example, in some small coun- 
try town where a specialist is not readily obtain- 
able, but where a second opinion is desirable. In 
such eases it might happen that the practitioner 
called in consultation may be ealled upon to treat 
the patient at some subsequent time. ‘The consultant 
in such a ease cannot be said to be debarred from 
all subsequent attendance on the patient. It is right 
that he should not attend the patient for that illness 
in which he was called in consultation; it has been 
suggested that he should not attend him for any 
illness for a period of say two years. 

The general principle to be followed is that a 
consultant, whether specialist or general practitioner, 
must not take an unfair advantage of a medical man 
who has called him in consultation. It is well, 
therefore, that the consultant should — refrain 
for the same period from medical attendance on any 
near relative of the patient whose knowledge of him 

is due to the fact of his having been called in con- 
sultation. 

It sometimes happens that the medical attendant 
sends a patient with a note to the consultant, giving 
the facts of the patient’s medical history and request- 
ing an examination and an opinion as to diagnosis 
and treatment. 
medical attendant by the consultant and not given to 
the patient. The ideal practice would be that one 


who called himself a consultant, should be a consult- 
ant purely and solely, that is one who sees only patients 


who are sent to him by other practitioners or patients 
whom he sees in consultation with other medical men. 
This plan is easy in large centres, but much more 
difficult in small communities. 

It not infrequently happens that a patient who is 
usually under the care of one medical man, calls, 
on his own initiative, upon another medical man, 
perhaps a consultant, for an opinion and advice. It 
is a general rule that, if a patient is under the care 
of a medical man for an illness of any kind, he 
should not be seen during that illness by any other 
medical man except in consultation. A patient, how- 
ever, often makes an appointment to see a medical 
man and not until the consultation has proceeded for 
some time or has ended does the medical man con- 
sulted learn that the patient is already under the care 
of a practitioner. If this fact be then ascertained, 
it is desirable that the medical man consulted should 
advise the patient to allow him—the consultant—to 
write to the ordinary medical adviser, stating his 
opinion and the treatment suggested. If the patient 
will not consent to this, it may be allowable for an 
opinion to be given, but the patient should not be 
seen’ again unless in consultation with, or with the 
approval of the ordinary medical attendant. It is 
to be understood that a patient is always free to 
determine by whom he should be treated and may 
change his medical adviser when he likes, but this 
change should be brought about in a proper way. 
It is manifestly wrong that a patient should be treated 
by two medical men independently at one time. If 
not actually under treatment, a patient is quite free 


This opinion should be sent to the, 





to go for advice to anyone, however much treatment 
he may have had from his former medical adviser. 
The general principle is that no medical man, whether 
consultant or not, should do anything to endeavour 
to detach a patient from his ordinary medical ad- 
viser. It is always advisable, when sent for to see 
a patient, to inquire whether the patient is at the 
time receiving treatment from a medical man and if 
so, to refuse to attend except in an emergency and 
when the services of the ordinary attendant are not 
available. Here the attendance is only temporary 
for the particular emergency and the previous 
medical attendant will take up the treatment as soon 
as possible. 
The Change of Medical Attendant. 

Saundby remarks that ‘‘patients are not any man’s 
property. They cannot be bought and sold with the 
practice.’ .. . ‘The relation of medical man 
and patient, however long continued, does not impair 
the right of the patient to consult another prac- 
titioner or to break off the relations altogether at 
pleasure.’’ It is necessary that the patient, if de- 
sirous of making a change, should intimate to his 
medical attendant, preferably by letter, that he does 
not wish him to continue his attendance any longer; 
no other medical man should attend a patient pre- 
viously under treatment until this is done. If the 
suecessor selected has not seen the patient in con- 
sultation with his former medical adviser and has not 
acted for the latter as his locwm tenens or substitute, 
he is free to attend the patient. 

It is said to be the custom in France for the second 
practitioner to be debarred from attendance till fees 
of the first practitioner have been paid. This would 
appear a desirable rule, for there is no doubt that 
many changes of medical attendants are made be- 
cause of a desire to evade payment. 

The principle of attendance on a family by the old 
fashioned family practitioner must be regarded as 
in the best interests of patient and doctor alike. The 
doctor is usually intimately acquainted with the 
medical history of the members of the family; he 
knows their habits, constitutional weaknesses, likes 
and dislikes and is practically their father confessor. 
He is thus much better able to render efficient aid 
than any outsider, frequently better than any 
specialist whose best assistance is usually given in 
consultation with the family adviser. It must oc- 
casionally happen that the services of the ordinary 
family adviser are not available and those of a sub- 
stitute are requisitioned. Here, as has been said 
before, the substitute should be only too willing to do 
what he can in the interests both of his fellow prac- 
titioner and of the patient; he should be equally 
willing at once to relinquish the eare of the patient 
to his former medical adviser. If the substitute 
doctor is acting at the request of the former medical 
adviser in seeing the patient, he must be as scrupulous 
in refusing after attendance on the patient as if he 
had been called in consultation. Often, however, the 
substitute stands in no such relationship to the ordin- 
ary adviser. He is then quite justified in attending 
the patient for some subsequent illness, though here 
again it is well, if only for the sake of being on good 
terms with his fellows, to endeavour to refuse such 
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work as may be, prejudicial to the interests of his 
brother practitioner. 

It is often said that mutual services should be 
given gratuitously by one medical practitioner for 
another. When a woman is attended to at the time 
of her accouchement by a substitute medical man, it 
is the custom for half of the confinement fee to be 
paid to the substitute. I see no reason why the same 
arrangement should not be made in an ordinary case 
of illness or when a temporary locum tenens is giving 
his services. Sometimes it happens that one man 
keeps closely to his practice, while another takes 
frequent holidays. It does not seem fair that the 
former man shall do a great deal of work for a 
fellow-practitioner who does very little in return. | 
have known one man who has been asked and has 
consented repeatedly to look after the practices of 
several confréres in succession during their somewhat 
frequent absences, while these men, when their col- 
league was away, attended to his practice between 
them. In such a case the principle of division of fees 
would seem to be just. In rendering these various 
services the substitute must be most particular that 
he does nothing to alienate the patient from his 
former doctor. When the inability to attend is due 
to the ill health of the medical man, this is especially 
necessary; it is perhaps even more so in the case 
of men who have been away serving their country 
in war time. As you know, many medical men in 


good practice and often with heavy responsibilities 
have relinquished their practices, being sometimes 
unable to obtain a locum tenens, either to go abroad 
or to do military medical work at home. 


Many of 
those who returned safely, found themselves at con- 
siderable disadvantage in having separated themselves 
so long from their practices. Many of their old 
patients had been attended by other medical men who 
had done little or nothing to help their country. It 
behoves the latter to do all in their power to see 
that patients return to their former medical adviser. 

The Couneil of the Victorian Branch of the British 
Medical Association formulated a series of resolutions 
for the guidance of members under war conditions 
and among these the following may be mentioned. 

(1) That lodge patients transferred from the list of 
an absentee on military service to that of another prac- 
titioner should not be retained by the latter at the close 
of military service. 

(2) That any appointment necessarily vacated by 
reason of absence on military service should not be re- 
tained by the successor at the conclusion of such mili- 
tary service. 

(3) That with a view to conserving the interests of 
those members who undertake military or naval ser- 
vice during the state of war, the rest of the members 
should individually engage, in the event of being called 
upon to fill their positions or attend their patients, to 
restore the same to them upon their return to civil prac- 
tice, so far as it may be in their power so to do. 

(4) The Council requests members to exercise a 
scrupulous regard for the just interests of practitioners 
absent on military service and particularly so in the 
case of those who have been unable to obtain a locum 
tenens or provide for the sale of their practices. 

Any medical man who as locum tenens takes over 
the practice of a colleague during the absence of the 
latter from any cause, is under certain ethical ob- 
ligations to his principal; he must do nothing during 
his term of service to injure his colleague’s position ; 





in regard to fees he has a right simply to those which 
he receives from his principal and not to such others 
as those which he earns as anesthetist, assistant at 
an operation or witness in a court of law during his 
term of service. After his engagement as locum 
tenens has expired, he should under no conditions, 
unless expressly stipulated by agreement, start in 
practice in the vicinity. 

It is always understood, that one medical man 
attends without any expectation of fee or reward 
another medical man, or any dependent member of 
his family. Widows or children of deceased medical 
men come under the same category. Such services 
are willingly rendered and the request to attend under 
such circumstances is regarded as an honour by the 
medical practitioner. On the other hand, a son or a 
daughter altogether independent of the father or a 
doctor’s widow and children left in affluence or well 
to do circumstances should be charged as ordinary 
patients, unless feelings of friendship or other special 
reasons render the attendant practitioner averse from 
professional remuneration. ‘‘Moreover if a wealthy 
member of the faculty seeks professional advice and 
courteously urges the acceptance of a fee it should not 
be declined,’’ for no pecuniary obligations ought to 
be imposed on the debtor which the debtee himself 
would not wish to incur. 

Much ill feeling is often engendered between medi- 
cal men because of conditions that arise after the sale 
of a practice. In many instances a medical man sees 
what he regards as a favourable opportunity for 
starting practice in a growing locality and he puts 
his plate up. Ofter, however, it is thought advisable 
to purchase a practice, as thus better opportunities 
may be afforded of acquiring a good practice. In 
some countries (Germany, for example) it has been 
held that practices should not be bought and sold and 
that such sale is unethical, even illegal; still it is a 
common custom in Australia as in most other coun- 
tries. The purchaser has to remember that patients 
are not transferable and that they will not necessarily 
go for treatment to the purchaser, whose practice 
will depend gonsiderably on his qualities and attain- 
ments. In a small country district where there is no 
scope for two men, there is less risk in buying a prac- 
tice than where there are two or more competitors 
for patients. Even then, however, one may not get 
all that one bargains for. Similarly with lodge ap- 
pointments, which are usually regarded as valuable 
and transferable assets, lodge patients are apt to go 
off a newcomer’s list-and transfer their names from 
the books of the purchaser to those of a doctor who 
has been for some time practising in the vicinity. 
So, too, with appointments, such as those of health 
inspector, ete.. Such a position is absolutely at the 
disposal of the municipal or other authority making 
the appointment; the purchaser must take his chance 
against the competition of older established practi- 
tioners who do nothing unethical in applying for the 
position. Often as a simple matter of courtesy, no 
opposition to the application of the purchaser of a 
practice is offered by other medical practitioners, but 
this is not the inevitable procedure and must not be 
looked upon as a matter of course. 

The sale and purchase of a practice must be re- 
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garded as a purely business proposition and the well- 
known motto ‘‘caveat emptor’’ must be remembered. 
It is for the purchaser to assure himself by a strict 
inspection of account books, ete., of the value of the 
practice and its transferability ; no seller should have 
any objection to a close scrutiny of his books. One 
question of importance is as to whether a purchaser 
should become possessed of notes of patients, which 
are in the seller’s possession. It is the usual course 
for the incoming medical practitioner to be told of 
the nature of the illnesses of the patients who are 
actually under treatment at the time of the transfer, 
but it is regarded by a high authority as necessary 
that the seerecy that should attend professional men’s 
intercourse with patients, should obtain in this matter 
and that the notes of a patient not actually under 
treatment at the time of transfer should not be given 
to the newcomer. 

There is a good deal to be said in favour of a newly 
qualified medical man obtaining his introduction to 
general practice either by acting as assistant to or 
taking a partnership with an already well established 
practitioner. He is thus instructed in many of the 
little refinements in regard to practice that he can- 
not otherwise quickly acquire. If this should be 
done, the business side of the question must be closely 
considered. A carefully worded agreement should be 
drawn out and the incomer should realize his ethical 
obligations, if he should at any time wish to with- 
draw from his position and enter on practice for 
himself. 

Saundby is of opinion that many of the troubles 
of general medical practice would be diminished or 
would disappear if partnerships were more general. 
In addition to ‘the educative value to the junior of 
such an arrangement, he gives as additional advan- 
tages: (7) There is always someone to see patients 
during the illness, unavoidable absence or detention 
of one of the partners, thus avoiding the risk of a 
patient having to go elsewhere. 

(w.) Each partner gets a holiday without having to 
incur the expense of providing a substitute and with- 
out involving the anxiety associated with the employ- 
ment of a substitute. 

(i.) The selling value of a practice is secure on 
retirement or death. 

(iv.) A partnership increases a practice and gets 
such a hold of the neighbourhood as to constitute a 
monopoly, limited only by the working capacity of 
its units. 





INMMUNITY IN CHILDREN TO TUBERCULOSIS. 


By Philip de Luca, M.D., 
Honorary Surgeon, District Hospital, Cairns. 


The recent studies of immunity prove clinically 
and experimentally that mild infections with tubercle 
bacilli during childhood endow the organism with a 
certain amount of immunity against further and re- 


newed exogenie infection with 
disease. 

As a rule, the immunity is observed in animals 
which have been tuberculous for some time, for ex- 


ample, three or four months, and also in many scrofu- 


the germs of the 





lous children. But this immunity is not absolute be- 
cause a person who has once beén infected with the 
tubercle bacilli, may be reinfected with the germs, 
which he harbours within his body for many years 
(endogenie infection). 

During recent years the theory that phthisis is a 
late manifestation of tuberculosis acquired during 
childhood, has been gaining ground.: The frequent 
reinfections of adults are explained by the investi- 
gations regarding the way of entry of the virus in 
the first infection. Whatever the portal of entry of 
the virus, after liberation of the endotoxin the bacilli 
leaving their original site make their way toward 
the intestinal mucosa as if they had been entered 
directly by the oral route. When infection occurs, 
the intestine is invariably the first seat of the lesions 
and thus tuberculosis of any organ other than the in- 
testine, is always a secondary infection. It is pos- 
sible that a small dose of virus, not being in immedi- 
ate contact with the sensitive cells of the intestinal 
mueosa, traverse the canal and are eliminated without 
leaving any trace. 

The administration by mouth of tubercle vaccine in a 
healthy child is accompanied by neither local nor general 
reaction. But frequently in children there exists one 
or more erosion of the intestinal tract and this 
favours the absorption and generalization of the 
germs. In this case, if the dose of the virus is 
massive, it overflows the receptor apparatus of the 
intestine and become disseminated. The bacilli 
provoke a fatal infection, like septicemia, especially 
in infants with mucous membrane’s desquamations 
and with low resistance. 

When the dose is moderate (mild infection) a 
part of the virus remains in the intestine, coming 
into contact with the closed follicles laid bare by the 
erosion and establishes a local immunity with anti- 
bedy formation. But when this breach of the walls 
is repaired and local immunity is established, the in- 
testinal barrier becomes unbreakable. 

If new virus comes in contact with it, no more 
germs can gain access to the circulating blood; 
therefore there is no more local formation of anti- 
body. 

If the remainder of tubercle bacilli penetrating in 
the blood stream are less numerous or less virulent, 
the leucocytes which had engulfed them, would re- 
main uninjured and conserve their mobility. They 
continue their migration in the lymphatic or blood 
vascular network of the different organs, till they 
lose their vitality. If the bacilli are numerous and 
virulent, or if they have had time to multiply, a 
typical glandular tuberculosis is produced. 

But the microphages, probably because thev lack 
a lipolytic ferment by means of which the waxes of 
the acid fast organisms can be digested, cannot de- 
stroy the bacilli, which are then attacked by the other 
cellular elements (macrophages) at the site of their 
final deposit, the lymph glands. Thus it seems prob- 
able (especially in children) that whatever happens 
at the first line of defence, tubercular disease is al- 
most always developed at the second line, in the 
glands which guard the portal of entry. In many 
eases the tuberele bacilli infecting children remain 
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dormant within the body and cause no disease, as 
long as there are no predisposing or exciting causes. 

In other eases under certain circumstances these 
bacilli remain dormant for years, are slowly or sud- 
denly reawakened into activity and cause disease by 
metastatic auto-infection (re-infection), especially in 
the lungs (phthisis). 

When the re-infection oceurs, the vaccinated in- 
testinal walls, rendered impermeable to the virus, 
allow no more bacilli to come in contact with the 
receptor cells. There is, therefore, no more produc- 
tion of antibody. The antibodies previously existing 
are gradually eliminated and no antibody formation 
is now possible from the first local portal of entry. 
This phenomenon gives us the proof that phthisis 
is a manifestation of immunity; in other words, 
phthisis oceurs only in persons who have been im- 
munized by a local early infection. 

To establish absolute artificial immunity against 
tuberculosis, it is necessary to break down the separ- 
ating barrier (the normal intestinal mucosa) and 
put into immediate and direct contact repeated doses 
of antigen with the sensitive cells of the intestinal 
walls. Only in this condition does the antigen give 
rise to specific antibody. 

Besredka in his recent experiments aiming at the 
production of immunity by the oral route in the rab- 
bit against typhoid and paratyphoid, has employed 
ox bile to produce erosion in the intestinal tract. 

In the ease of dysentery bacilli he did not, because 
the dysentery virus themselves had a marked des- 
quamating property for the intestinal mucosa. 

To produce absolute active immunity in tubercu- 
losis I have employed in children crude cod liver 
oil or iodine compounds in large doses. These sub- 
stances act as a stimulant and intensify the biliary 
secretion, which frequently produces erosion or des- 
quamation of the intestinal mucous membrane and 
thus favours the absorption of the antigen. 

In these conditions the intestinal walls become a 
local souree of antibody production. From this 
localized laboratory of antibody, of course, its dis- 
tribution to the circulation probably takes place and 
the complete cure of the patient must await a suf- 
ficient concentration of these antibodies in the or- 
ganism. 

Dogs are practically refractory to oral ingestion 
of the infecting tubercle bacilli, but if the ingestion 
of virus followed few days later by large doses of 
erude cod liver oil, the dogs slowly fall ill with 
progressive and fatal tuberculosis. 

Repeating the Besredka experiments with typhoid, 
para-typhoid and dysentery bacilli, I vaccinate the 
rabbits by means of heated culture of tubercle bacilli. 
One series of twelve received ten progressive doses 
by mouth of killed tubercle bacilli spread over a 
period of two months. The last dose was of living 
organisms. When tested intravenously with a lethal 
dose of living bacilli, the six animals prepared with 
crude cod liver oil survived, while the other six suc- 
cumbed. 

The first active immunity for oral route against 
tuberculosis in children has been practised in New 
South Wales by the writer seven years ago. The first 
children vaccinated were my two little daughters. 
From that date till to-day, in Australia and in Italy 








(during the war, 1915-1919), 119 children of one to 
twelve years of age have received tubercle vaccine as 
treatment and to establish absolute immunity. 

All children before the treatment have suffered 
from mild tuberculous infection: enlarged glands, 
asthma, sinuses, synovitis, tubercular abscess, ete., and 
nearly ‘all have recovered from the local lesion after 
three or four months’ treatment and were protected 

‘against further infection. No children treated have 
become affected with phthisis or have died from tuber- 
cular disease ; all the children were followed till Janu- 
ary, 1920. 

I therefore cannot avoid concluding that active 
and absolute immunity can be established in tuber- 
culous children by the oral route, if the intestinal 
mucosa has been prepared by the crude cod liver oil. 
I claim also that repeated administration per os of 
detoxicated culture of tubercle bacilli is productive 
of a much stronger immunity than subcutaneous or 
intravenous inoculations and are less likely to pro- 
duce bodily reactions. 

My observations and the clinical results in children 
during seven years, as well as the experimental work 
in animals, lead me to the conviction that the Bes- 
redka’s recent opinion regarding immunity is true. 


— 


Reviews. 


INSANITY AMONG INDIANS. 








“Lunacy in India,” by Dr. A. W. Overbeck-Wright, is an 
interesting contribution to the literature on mental diseases. 
It must be regarded as a reliable authority on the subject, 
because the author has lived for over nineteen years in the 
East, thus obtaining first hand the knowledge he is now 
imparting to others. Insanity amongst the native races of 
India has its peculiar characteristics, due to the Indian life 
and mentality so little understood by those who have never 
lived there, and the description of these peculiarities must 
undoubtedly be of value to the medical profession interested 
in psychiatry when studying mental diseases in nations 
where education is more advanced and living less primitive. 





TWO NEW JOURNALS. 





In January of this year The American Society of Tropical 
Medicine published the first issue of their official organ 
The American Journal of Tropical Medicine. At the annual 
meeting of the Society held in April, 1920, the President 
(Major Henry J. Nichols, of the Medical Corps of the 
United States Army) deplored the fact that they did not 
possess their own journal. Opportunity has been kind; 
the excellent firm of publishers, the Williams & Wilkins 
Company, of Baltimore, held out a friendly hand, which 
the President and the Council grasped. The Editor is Major 
Nichols. The publication will appear every second month 
and we are confident that its mission will be admirably ful- 
filled. The Society has much to tell us. Major Nichols 
will see to it that the story of progress in tropical medicine 
is well told. 

The Journal of the Philippine Islands Medical Association 
is the newly established official organ of a newly-founded 
medical association. The journal owes its existence to the 
activity of the members of the Manila Medical Society, the 
central body of the Association. A grant has been obtained 
from the Philippine General Hospital. The publication is 
under the editorship of Dr. Liborio Gomez. The first issue 
contains articles on varied subjects and a section devoted 
to the discussion of the Clinico-Pathological Conference of 
the Philippine General Hospital. We wish the new journal 
a prosperous and influential life. 








1 Lunacy in India, 
London : 


by A. W. Overbeck-Wright, M.D., M.P.C.. 


Bailliére, Tindall & Cox; Demy 8v0., pp. 406. DPE 


1921. Price, 


21s. net. 
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Che Annual Report of the Council. 


Every member of the six Branches of the British 
Medical Association in Australia should study the 
annual report of the Council of the British Medical 
Association for the year 1920 with thought and care. 
The report has been published in the Supplement to 
the British Medical Journal of April 30, 1921. It con- 
tains information of the utmost importance, affect- 
ing the interests of the Association as a whole and of 
the members in the overseas Branches collectively and 
individually. This report will be considered at the 
Representative Meeting at Neweastle-on-Tyne on July 
20, 1921, while the question of the proposals of the 
Council regarding the admission of ‘‘corporate mem- 
bers’’ to the Association will be discussed on July 
5, 1921, at a conference of representatives of the 
The 
representative of the Australian Branches is Dr. R. 
H. Todd and the representative of the New Zealand 
Branch is Dr. William Irving. 


overseas and Irish Branches with the Council. 


The report is a record of a vast mass of work ac- 
complished during the year. The introduction of the 
National Insurance Act shortly before the war, the 
exigencies of the war itself, both from the medical 
aspect of the fighting forces and from the point of 
view of the needs of the civil population, the multi- 
tudinous post-war medical problems and lastly the 
institution of a British Ministry of Health have added 
The 
Central Council has acted the part of a co-ordinating 


steadily to the burden of our great Association. 


agency to the Branches and Divisions, lending assist- 


ance when required and regulating and safeguarding 
This 
process.of decentralization contrasts strikingly with 


the activities of the Branches and Divisions. 


the principle of centralization which has been adopted 
in the case of the Australian Branches. The Central 
Council performs its work conscientiously and ade- 
quately, but does not bestir itself by assuming the 
functions of inactive Branches and Divisions vicari- 
ously. The Representative Body really stands in 





closer relationship to the Divisions than does the 
In Australia the Councils of the Branches 
conduct all the business of a great medical organi- 


Council. 


zation and accept full maternal responsibilities in 
The Cen- 
tral Council in London acts as the executive for a 


regard to the members in each. local area. 


large number of medical practitioners distributed over 
The Councils of the Austra- 
lian Branches undertake the full government of a 


a relatively small area. 


relatively small number of members scattered over 
an immense area. In the home country the Branches 
and Divisions neither exercise nor need autonomy; 
they derive their support from the Representative 
Body on which they have direct representation and 
from the Council which is charged with the admin- 
istration of the affairs after questions of policy have 
been determined. In Australia each Branch Coun- 
cil has to ascertain the wishes of its members and 
determine the policy as well as administer the affairs 
of the Branch. In Great Britain 52% of the mem- 
bers of the medical profession are members of the 
British Medical Association ; in Australia the propor- 
tion is close on 90%. The Council in its report ex- 
presses the view that ‘‘some of the overseas Branches 
can give lessons to the Divisions and Branches at 
home as to effective organization.’’ The organiza- 
tion of some of the Australian Branches is at least 
equal to that of the headquarters of the Association. 
In order to achieve the success that has signalized the 
work of the Branches within the Commonwealth, it 
has been necessary to acquire powers beyond those 
conferred on the Branches of the British Medical 
Association. In some instances these powers have 
been obtained by the creation of a sort of dual exist- 
In the case of the New South Wales Branch a 


company was formed with the sanction of the parent 


ence. 


Association, having a Memorandum of Association 
and Articles and By-laws identical with those of the 
British Medical Association. In the case of the Vic- 
torian Branch additional powers were obtained by 
requiring each member of the Branch to be at the 
same time a member of the Medical Society of Vic- 
toria. In the case of the other Branches separate 
bodies have been formed for the purpose of holding 
land and the like. 


the expedients adopted to extend the powers of the 


Experience has taught that of all 


Branches and to clothe them with a full measure of 
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autonomy that of incorporation is the most effective 
and the best. One proviso has to be made. The con- 
stitution of the local company must be identical with 
that of the British Medical Association and the Mem- 
orandum and Articles must be interpreted in exactly 
the same manner as they are interpreted by the parent 
Association. The history of the New South Wales 
Branch demonstrates the advantages of this method 
and also proves that the parent Association has 
nothing to fear from granting permission to the 
overseas Branches to adopt this expedient. 

The Council is proposing that if any of the over- 
seas Branches desire to become incorporated, they 
must first of all sever their connexion with the British 
Medical Association. The next step is to make ap- 
plication for admission as a corporate member of the 
Association, which will be granted on conditions to 
The 


machinery proposed for the admission stage is clumsy 


be determined by the Representative Body. 


and complicated, ostensibly because the Council fav- 
ours the utmost elasticity and freedom of action for 
the Representative Body. After the ex-Branch has 
been admitted as a corporate member, it will find 
itself deprived of the right of calling itself a Branch 
of the British Medical Association, but must be satis- 
fied with the designation ‘‘affiliated with the British 
Medical Association.’’ Lastly it is proposed to intro- 
duce a partial disfranchisement, in that on a ecard 
vote at a Representative Meeting, the real Branches 
can record one vote for each constituent member, 
while the corporate members will have no constituent 
votes. 

Dr. R. H. Todd may have a very difficult task in 
endeavouring to persuade the Council to take a large 
view of the situation and to extend the full privileges 
of membership to the overseas Branches after incor- 
poration, provided that the Memorandum of Associa- 
tion and Articles correspond word for word with those 
of the parent body. Fortunately Mr. Colguhoun Dill, 
the counsel engaged to draft the amended Articles and 
By-laws, holds the opinion that amendments can be 
moved at the Representative Meeting and, if carried, 
these amendments would be as binding as if the mo- 


. . . . . *. > 
tions were carried in their original forms. The pro- 


posals of the Council might be accepted for outside 
medical bodies seeking admission as corporate mem- 


bers. For Branches valuing real membership of the 





British Medical Association and seeking to perform 
more effective work in a constitutional manner, the 
proposals need material modification. 


= 
—— 





CONTRALATERAL PLANTAR REFLEX. 


Although contralateral reflexes or contractions of one 
limb following stimulation of another have been known 
to neurologists since the time of Westphal, little 
attention has been paid to them as aids in the diag- 
nosis of disease. Striimpell in the year 1879 and 
Marie in 1894 observed that the adductor muscles of 
one thigh contracted when the patellar tendon of the 
opposite leg was pereussed. Ganault, of Paris, de- 
scribed in 1898 the occurrence of cremasteric reflexes 
simultaneously on the stimulated and the non-stimu- 
lated sides. The same author as well as Babinski, 
Bramwell, Striimpell and Lewardowski noticed that 
in certain cases of hemiplegia irritation of the pa- 
tient’s plantar surface on the normal side was fol- 
lowed by flexion of the toes on both sides, while similar 
stimulation on the affected side produced extension 
of the toes on that side and either flexion or no move- 
ment on the sound side. 

An interesting contribution to the study. of the 
contralateral plantar reflex has been made by Dr. 
Alfred Gordon.t| His more important observations 
were made on patients suffering. from intermittent 
hemiparesis and from hemiplegia. Intermittent hemi- 
paresis is the name given to an incomplete paralysis 
of one half of the body caused by temporary spasm 
of the cerebral vessels. The paresis is frequently 
slight and is only detected on very close examination. 
It may, however, be severe. The attacks vary in fre- 
queney and last a few minutes or a few days. Fre- 
quently a series of ‘‘spasmodic’’ apoplexies is fol- 
lowed by a cerebral hemorrhage and a permanent 
hemiplegia. Slight attacks of intermittent hemi- 
paresis are differentiated with difficulty from so- 
called ‘‘funetional apoplexies,’’ but in the study of 
contralateral plantar reflexes Dr. Gordon believes that 
he has found an important aid to differentiation. He 
made observations on eight patients suffering from 
intermittent hemiparesis who were later afflicted with 
cerebral hemorrhage. When the test for the Babinski 
phenomenon was made on the affected side the toes 
on that side remained motionless, neither flexed nor 
extended. Slight stimulation of the plantar surface 
on the non-affected side led to flexion of the toes on 
the affected side, but strong stimulation, whether by 
the method of Babinski or the method of Oppenheim, 
was followed by extension of the great toe or of all 
the toes. When the affected side was irritated the 
invariable result was a contralateral flexor plantar 
response on the healthy side. These results point to 
the conclusion that if no reaction is obtained by 
direct stimulation and if by contralateral stimula- 
tion an extensor response is elicited, then it may be 
confidently assumed that there is an organic basis 
to the hemiparesis. 


Similar tests performed on forty patients suffering 


| from hemiplegia due to cerebral apoplexy, showed 





1 Journal of Nervous and Mental Disease, December, 1920. 
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GLYKERON 


Glyco-Heroin (Smith) 


Glykeron and Glyco-Heroin (Smith) are synonymous appeliations 
and are now known as suck to ali dispensing pharmacists. 





G1.YKERON is a transparent liquid of heavy density, amber colour, agreeably aromatic 
odor and pleasant taste. As a pharmaceutical product, it is perfect, in that it is agree- 
able, effective and absolutely stable, offering a therapeutic activity that is not impaired 
by either age or climatic changes. 


As a respiratory sedative and cough-allaying agent, it is most potent and trustworthy. 


It affords unvarying results that cannot be expected from extemporaneously prepared 
mixtures obtained through ordinary sources. It is the form in which the concerted in- 
fluence of its several constituents on the respiratory system finds the most pronounced 
expression. It stimulates respiration, increases the fullness of inspiration and expiration, 
promotes the liquefaction of mucus, facilitates expectoration and relieves pain. 


It is particularly valuable in the treatment of cough, bronchitis, laryngitis, phthisis, 
pneumonia, whooping-cough, asthma and inflammatory disorders of the respiratory tract. 


The superiority of the preparation is evidenced by the extensive use made of it by 
physicians in all parts of the world. 


Composition. 
GLYKERON embraces the most active antispasmodic, balsamic and expectorant agents. 
Its heroin content is one-half grain to each fluid ounee. 


Dosage. 
The adult dose of GLYKERON is one teaspoonful every two hours, or at longer inter- 
vals as the individual case requires. For children of ten years or more, the dose is from 
one-quarter to one-half teaspoonful; for ehildren of three years or more, five to ten drops. 


GLYKERON is obtainable, for dispensing purposes, in bottles of the following sizes only 
and is not, under any circumstances, supplied in bulk or other form— 


Large Size... .. .. .. .. «. .. 16 fluid ounces each. 
Small Size .. .. .. .. «.. «- «.- 38 fluid ounees each. 


For additional literature address 


MARTIN H. SMITH CO,, 
15@ LAFAYETTE ST., NEW YORE. 
U.S.A. 
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results which were slightly more complicated. These 
patients could be divided into two groups of thirty 
and ten respectively. In the first group slight stimu- 
lation of the sole of the paralysed foot produced ex- 
tension of the toes of that foot and no movement of 
the toes of the healthy foot. Plantar flexion of the 
latter resulted, however, if the stimulation were vigor- 
ous. Stimulation of the plantar surface of the non- 
paretic foot was followed by flexion of the toes on 
that side in all thirty cases and on the paretic side 
in twenty-two cases. In the remaining eight cases 
extension on the affected side was noticed. In the 
second group stimulation of the paretice side resulted 
in extension of the toes on that side and plantar 
flexion of the normal toes. Stimulation of the sound 
side was associated with flexion of the toes of both 
feet. Dr. Gordon supplies an explanation of these 
phenomena. When the clinician attempts to elicit 
a plantar refiex the motor influx may be earried from 
the anterior cornual cells on that side along fibres 
of the anterior commissure to ‘similar cells of the op- 
posite anterior horn. Stimulation of the plantar sur- 
face of the unaffected foot will result in flexion of 
the toes of that foot, since the motor stimulus passes 
down a normal pyramidal tract. The spread of the 
same influx to the cells in the opposite anterior horn 
explains the flexion of the toes of the paretic foot. 
Stimulation of the sole of the affected foot creates 
a motor influx which passes along a diseased pyra- 
midal tract. Hence the contralateral reflex on the 
sound side may fail to appear. Its presence is deter- 
mined by the extent of involvement of the tract. If 
the degeneration is very slight transmission of thé 
motor influx from the diseased side to the anterior 
horn of the opposite side will take place. For similar 
reasons the contralateral response on the affected 
side will be extensor instead of flexor. 

Dr. Gordon suggests that a study of contralateral 
reflexes will enable the neurologists to determine not 
only the nature of lesions of the pyramidal tract but 
their intensity and extent. 

ehibiddiiiliaiiainiaitaitiaes 


ADRENALIN IN HEART-BLOCK. 


It was suggested not long since by Routier, a 
French investigator, that adrenalin might be used 
with advantage in the treatment of complete heart- 
block. He made this suggestion as the result of ex- 


perimental work done on dogs. He noticed that 
when he injected intravenously one twentieth of a 
milligramme of adrenalin into a dog whose heart was 
in a state of atrio-ventricular dissociation, the cardiac 
rate was increased from 55 to 137 beats a minute. 
At first the acceleration affected the auricles and ven- 
tricles separately and then for a few seconds the block 
was overcome and the ventricles contracted in nor- 
mal sequence with the auricles. Shortly after this 
obseryation two other French investigators obtained 
similar results in the case of a woman. There was 
at first independent acceleration of the chambers of 
the heart, followed by relaxation of the blockage in 
the bundle of His. In this patient, however, the block 
was partial and not complete as in the dog. Con- 
siderable doubt was cast on these results by Hardy 





and Houssaye, who experimented both on men and 
dogs. They agreed that adrenalin produced a separ- 
ate acceleration of the auricles and ventricles, but 
were unable to confirm the opinion that for a few 
seconds the dissociation disappeared. 


Another contribution to the discussion has been 
made recently by Dr.-R. Lutembacher.' He gave 
intravenous injections of a quarter of a milligramme 
of adrenalin to two patients suffering from complete 
heart-block. His results tallied exactly with those 
of Hardy and Houssaye. An immediate acceleration 
of auricles and ventricles took place, but careful 
tracings failed to reveal any suspension of the dis- 
sociation. He admits the possibility of a restoration 
of the conductivity in those cases in which it is sus- 
pended without being actually destroyed. A syphil- 
itie lesion of the myocardium might come within this 
group. When, however, the myocardium is irrepar- 
ably damaged and there is a complete solution of 
functional continuity of the bundle of His, any hope 
of repairing the conducting system of the heart seems 
vain. It has been suggested that after complete see- 
tion or the equivalent of section of the atrio-ventri- 
cular bundle it would be possible to re-establish a 
path of transmission by a so-called détour. This is 
theoretically imaginable by exalting the activity of 
the plexuses of sympathetic fibres which are distri- 
buted directly to the myocardium without passing 
along the specialized bundle. In practice, however, 
no such possibility presents itself. Dr. Lutembacher 
points out that an illusory disappearance of the dis- 
sociation occurs when the rate of the auricles being 
exactly double that of the ventricles, one of every 
two a waves of a jugular tracing regularly precedes 
the c wave, while the other becomes lost in the v wave. 
This false ‘‘unblocking’’ of the auricular impulse 
takes place after the injection of atropine or of 
adrenalin. 


Not only does Dr. Lutembacher deny that adrenalin 
has the powers in heart-block which have been ascribed 
to it, but he also deprecates its use in this condition. 
Theoretically it would appear to be indicated in the 
treatment of syncopal attacks during heart-block since 
it accelerates the rate of both auricles and ventricles. 
In practice, however, it is found that the ventricular 
acceleration following the intravenous injection of 
adrenalin is often interrupted by long pauses during 
which serious syncope may occur. There is thus a 
risk of provoking the same danger which it is desired 
to treat. 


Dr. Lutembacher has marshalled his facts with 
all the logical power of the French. One more limi- 
tation has been placed to the uses of an excellent 
drug. 


_— 
— 





The attention of our readers is directed to an advertise- 
ment of the Senate of the University of Sydney, calling for 
applications from candidates for the newly-created position 
of Professor of Psychiatry. We need scarcely point out 
that the opportunities attaching to this position are very 
considerable and that keen competition is anticipated in the 
election. Experts in psychiatry in all parts of the Com- 
monwealth who are desirous of applying for the Chair, should 
lose no time in submitting their papers. 


1 La Presse Médicale, February 10, 1921, 
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Abstracts from Current Medical 
Literature. 


OPHTHALMOLOGY. 


(1) Cataract Operations. 

H. Gifford has written an article on 
the advisability of not completing a 
cataract extraction under certain ad- 
verse conditions (Archives of Ophthal- 
mology, March, 1921). The usual 
reason advanced for not completing the 
extraction is escape of vitreous on com- 
pletion of the section or after iridec- 
tomy. He considers this procedure 
imperative in the case of one-eyed pa- 
tients and advisable when the patient 
has a second eye. The risk of exces- 
sive loss of vitreous if the extraction 
is completed, is too great to face and 
the chance of any visual result is ex- 
tremely slight. After the eye has 
healed three procedures are open to 
choice. One is to neglect the cataract 
till the second eye has been subjected 
to operation. The second is to remove 
the lens by repeated discissions. The 
third procedure is to+prepare for loss 
of vitreous (should a second attempt at 
removal be contemplated) by dissect- 
ing up a large conjunctival flap and in- 
serting stitches. The author describes 
several cases in which repeated 
needlings proved successful. Another 
reason for not completing the opera- 
tion is bad behaviour of the patient 
during the preliminary steps. This 
factor might be avoided if a practice 
were always made of preparing the 
patient for a general anesthetic. The 
author considers that general anes- 
thesia should be more frequently em- 
ployed and .the eye fixed by the su- 
perior rectus tendon. 


(2) The Reason of Accommodation. 

C. Loeb discusses the phenomenon 
which occurs during the train of events 
known as accommodation, when a dis- 
tant object is brought close to the eye. 
The point in question is not how, but 
why the eye accommodates (American 
Journal of Ophthalmology, April, 1921). 
The reason cannot be the size of the 
retinal image since the image formed 
by an object 60 cm. away from the eye 
is of the same size as that formed by 
an object 10 times its size 6 metres 
away; in the former case there is an 
act of accommodation; while in the 
latter there is none. Except when 
focussed on the retina, rays from any 
point on an object reach the retina in 
the form of a diffusion circle. These 
diffusion circles may be easily de- 
picted geometrically in cases of hyper- 
opia, unaccommodated emmetropia and 
myopia. It is possible to conceive a 
condition in which the diffusion circle 
in the hyperopic eye is of the same 
diameter as in the myopic eye, but 
whereas in the former there is the 
impulse to accommodation, there is none 
in the latter. .The size of the diffusion 
circle, therefore, has no influence in 
the production of accommodation. But 
there is a distinct and outstanding dif- 





ference. In the hyperopic eye the rays 
are converging or, in other words, are 
passing obliquely through the nerve 
elements from the periphery to the 
centre. In the myopic eye they are 
diverging and they pass from the centre 
to the periphery. This difference, the 
author believes, explains the presence 
of accommodation in the hyperopic and 
its absence’ in the myopic eye. 


(3) Accommodation in Aphakia. 

As a text for his argument on the 
subject of accommodation in aphakia, 
F. Park Lewis relates the case of a 
man of 51 years who had been operated 
upon in childhood for congenital catar- 
act (American Journal of Ophthalmo- 
logy, April, 1921). With a distance 
correction of about 10 D. his vision 
was nearly °/, but he preferred and 
usually wore glasses of 2 D. extra for 
reading. He could, however, with his 
distance glasses read printed matter as 
close to his eyes as 18 cm.. With his 
right eye he could by an effort read J. 4 
at 7.6 cm. without a glass. The pupil 
contracted during this accommodative 
effort. The essential lens of the eye 
is the vitreous which constitutes with 
the cornea and aqueous a lens eight 
times the strength of the crystalline. 
It is an active agent in accommoda- 
tion. In the eye of the ox and probably 
in that of man, the central portion of 
the vitreous is of greater density and 
forms a distinct lens. As this vitre- 
ous lens approaches the pupil it is 
pressed upon by the ciliary muscle in 
the effort of accommodation and its 
anterior surface is fofted forward, giv- 
ing it a greater curvature. Other 
writers have recorded similar cases. © 


(4) Capsule in Cataract 
Extraction. 

A. Knapp writes on the vexed ques- 
tion of the treatment of the lens cap- 
sule during the operation of cataract 
extraction (Archives of Ophthalmology, 
March, 1921.) The method to be em- 
ployed depends on the behaviour of the 
patient and on the character of the 
cataract. The cystotome, the toothed 
capsule forceps and the blunt capsule 
forceps are the three instruments em- 
ployed. The cystotome is the easiest 
to use and should be chosen by the 
beginner. It should also be used when 
the patient is unruly. The one peri- 
pheral incision is the best. The toothed 
capsule forceps is next in order of 
simplicity and the blunt. capsule for- 
ceps is the most difficult to use. An 
attempt is made to grasp the capsule 
below the pupillary border and dislocate 
the lower edge of the lens. The forceps 
is then withdrawn and the lens ex- 
pressed by Smith’s technique. The cat- 
aract should be removed in its capsule 
whenever this procedure can be safely 
accomplished. Téré6k combines pres- 
sure on the cornea outside with trac- 
tion of the forceps attached to the cap- 
sule. 


(5) Ocular Manifestations in Epidemic 
" Encephalitis. 
W. A. Hilden reports the following 
statistics of ocular manifestations in 





epidemic encephalitis. They are based 
upon the study of one hundred con- 
secutive cases among patients at the 
Mount Sinai Hospital, New York 
(Archives of Ophthalmology, March, 
1921). Blurring of the discs occurred 
in four cases, papilledema in one, 
ptosis in both eyes in 45, ptosis in one 
eye in 11, paralysis of one or both 
external recti muscles in 44 and nystag- 
mus in 32. Irregularity of the. pupils 
occurred in 15 cases, inequality in 20 
and sluggishness or absence of light 
reflex in 35. Weakness of accommo- 
dation was present in both eyes in one 
case. There was a notable frequency 
in the association of ptosis and paralysis 
of the external rectus muscle—a com- 
bination rarely met with in any other 
disease. A curious condition some- 
times present was paralysis of diver- 
gence without paralysis or spasm of 
the recti muscles and with normal 
ocular mobility. When converged on a 
point 15 cm. away the eyes could see 
single. Beyond this distance there was 
homonymous diplopia. The author has 
observed the condition in patients suf- 
fering from tumour of the mid-brain 
and from uremia. Paresis of accom- 
modation was observed without dilata- 
tion of the pupil. 


(6) Sympathetic Ophthalmia. 

A. Wiener and E. Bonime report a 
novel form of treatment of sympathetic 
ophthalmitis in a patient whose eyes 
reacted violently to any operative pro- 
cedure. (Archives of Ophthalmology, 
January, 1921.) Bonime subjected the 
patient to a course of vaccine injec- 
tions—a combination of specific and 
non-specific immuno-therapy. A vac- 
cine of typhoid bacilli as the non- 
specific agent, of autogenous strepto- 
cocci from the tonsils as the specific 
agent and of pneumococci was adminis- 
tered intravenously. This treatment 
occupied six weeks during which the 
patient acquired tolerance for. large 
doses. Wiener then operated with dis- 
tinct success upon what had previously 
been regarded as a hopeless eye. As a 
result the patient can now see his way 
about and is able to transact business, 


(7) Injections of Milk. 

Cc. Zimmerman has tried injections 
of milk in two cases of eye disease, one 
in a child of 19 months with phlyctenu- 
lar keratitis and the other in a girl of 
six years with corneal infiltrations. The 
results were encouraging. (Amer. 
Journ. of Ophthal., January, . 1921.) 
About 5 c.cm. of fresh milk boiled for 
four minutes were injected subcutane- 
ously. Four hours after injection the 
temperature rose to 39° or 40° C., or 
higher. The injection was often re- 
peated after two days and the dose in- 
creased. Many authors are reputed 
to speak highly of this form of active 
immunization, especially in cases of 
iritis and gonorrheal conjunctivitis. 
Others report anaphylactic symptoms 
and issue warnings against its use. 


(8) The Influence of Age on the 
Axis in Astigmatism. 
A, W. Stirling gives the results of a 


» 
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further investigation into the influence 
of age on the axis of astigmatism (Ar- 
chives of Ophthalmology, January, 
1921.) He confirms his former finding 
that after 50 years of age it is more 
usual to find the axis in hypermetropic 
astigmatism horizontal or thereabouts. 
This is in contrast to the usual vertical 
position in early life—‘‘with the rule.” 
The most likely reason for the change 


in axis he considers is the pressure of © 


the lateral external muscles during 


reading. 


LARYNGOLOGY AND OTOLOGY. 
(9) Head Nystagmus in Human 
Beings. 

That head nystagmus may appear as 
a normal physiological vestibular re- 
action is the view of S. H. Mygind 
(Journ. of Laryng. and Otology, Feb- 
ruary, 1921). It would seem to ap- 
pear in a certain age class. Mygind 
found that it appeared at its earliest 
in infants a month old and at its latest 
in a child of 16 months. He examined 
23 children between the ages of one 
month and eight months. Head nystag- 
mus was found in 18 of these or 78%. 
All the movements were in the hori- 
zontal plane, the quick movements be- 
ing the most marked. The result on 
the whole was that the head was held 
more to the side towards which the 
nystagmus pointed. The head nystag- 
mus was of equal duration with that 
of the eye and was strongest after the 
stoppage of rotation. Mygind thinks 
that the age incidence may be due to 
the myelinization of the necessary 
nerve tracts at this time. The disap- 
pearance of the head nystagmus is prob- 
ably due to the preponderance of other 
nerve influences of later origin which 
have a counter action. Fixation would 
take some part but the principal fac- 
tor is a reflex which has its source in 
the proprioceptive nerve tracts, is prob- 
ably formed in the cerebellum and tends 
to keep the head in the normal middle 
position. When head nystagmus ap- 
pears in adults it is assumed to be a 
hysterical manifestation—a hypersen- 
sitiveness to the vestibular influence 
upon the neck muscles. 


(10) Nasal Obstruction. 

Affections of the upper air passages 
are regarded by Francis Muecke as be- 
ing largely due to the assumption of 
the upright position under existing con- 
ditions (Practitioner, April, 1921). In 
infancy nasal obstruction is most com- 
monly due to adenoids which may be 
removed with a tiny “rat-trap’”’ curette 
without anesthesia. In childhood 
adenoids may be associated with en- 
largement of the palatal and lingual 
tonsils. Other causes of obstruction 
may be hypertrophic rhinitis, septal 
spurs and deviations and foreign bodies. 
In adult life septal abnormalities, hyper- 
trophic rhinitis, polypi, disease of the 
accessory sinuses, tumours, lupus, etc., 
may be responsible. Unless the ob- 
struction is severe Muecke does not per- 
form a submucous resection of the 
septum on a patient under 18 years. 





The two areas in the nose, obstruction 
at which is most likely to affect the 
individual, are opposite the anterior end 
of the middle turbinate bone and op- 
posite the posterior end of the inferior 
turbinate. An enlarged turbinate should 
not be interfered with during the opera- 
tion of septal resection but if found 
unreduced in size a month later, it 
may be cauterized. 


(11) Treatment of “Running Ears.” 

Bezold’s technique for the conserva- 
tive treatment of chronic suppuration 
of the middle ear is described by 
Andrew Campbell (Journal of Laryn- 
gology and Otology, March, 1921). The 
apparatus required consists of a rubber 
bag, e.g., a valveless Politzer bag, con- 
nected by about one metre of tubing; 
intra-tympanic cannule of four or five 
shapes and sizes; probes wrapped with 
cotton wool; two powder blowers, one 
containing boric acid and the other 
a mixture of boric acid and _ sali- 
sylic acid in the proportions of four 
parts to one part respectively, the latter 
for use when cholesteatoma is present; 
and a Politzer bag. The tympanum is 
first syringed with 4% boric lotion at 
body temperature. The meatus and ac- 
cessible parts of the middle ear are 
then dried with cotton-tipped probes, 
the middle ear is politzerized, and the 
meatus and tympanum once more care- 
fully dried. The middle ear and tym- 
panic membrane are then covered with 
a thin layer of boric acid and a small 
piece of wool is placed in the meatus. 
The treatment is repeated daily at first, 
later less often. 


(12) Vincent’s Organism in the Ear. 

W. Wingrave and A. Ryland have 
reported a case of chronic suppura- 
tion of the middle ear associated with 
eczema of the external meatus in a girl 
of 19 years. The condition was of one 
year’s duration and Vincent’s organism 
was the only organism found (Journal 
of Laryngology and Otology, January, 
1921). Pain had been present for a 
month. There was no history or evi- 
dence of buccal or pharyngeal disease. 
A large posterior perforation existed in 
the tympanic membrane and there was 
a thin, offensive, purulent discharge. 
There were no granulations or false 
membrane in the meatus. 


James Adam, in the April issue of the 
same journal, states from his experi- 
ence of thirty cases that it is in chil- 
dren of the dispensary class that the 
otologist finds this condition. It seems 
always to be a graft on a previous 
pyogenic infection of the middle ear. 
The main features are the general ap- 
pearance, the tenderness and_ the 
fmtor. Granulations may be profuse 
and the meatus may be carpeted with 
them. They bleed at touch. There may 
be rawness about the external meatal 
orifice and copious purulent discharge. 
The condition is not highly infectious. 
For treatment a preliminary applica- 
tion of Blegvad’s solution is made to 
allay the pain. The otologist then ap- 
plies a 5% solution of silver nitrate 
in spirits of nitrous ether or a 2% solu- 








tion or picric acid in rectified spirits 
of wine. 


(13) Antro-Buccal Fistule. 

When a communication exists be- 
tween the mouth and an _ infected 
maxillary antrum, Henry S. Dunning 
(Journ. Amer. Med. Assoc., November 
20, 1920) recommends the wearing of 
a rubber “saddle-plate” covering the 
palatal and labial alveolus. It is kept 
in position by clasps. It allows drain- 
age downwards, but prevents seepage 
upwards and should only be worn until 
antral suppuration has subsided, when 
a plastic repair of the opening may he 
attempted. This is performed by work- 
ing a palatal flap of mucous membrane. 
The incision commences medially at the 
junction of the hard and soft palates 
and extends forward as far as the 
bicuspid teeth, then sweeps in a curve 
outwards in front of, outside of and 
finally behind the fistulous opening. The 
labial alveolar mucosa external to this 
is then undermined for 2.5 cm. or more, 
so that it can be freed and drawn 
downwards. After the alveolus above 
the fistula has been smoothed down, 
the palatal flap is drawn outwards and 
its extremity is tucked under the 
undermined external flap and sutured 
there with stout horse-hair. 


(14) Nasal Telangiectases. 


Wolff Freudenthal (New York Med. 
Journ., March 16, 1921) states that 
the etiology of telangiectases of the 
nasal and pharyngeal mucosa is ob- 
scure. The heredity factor is promin- 
ent in all the recorded cases. The prin- 
cipal symptom is recurrent epistaxis. 
Localized dilatations of capillaries and 
venules forming distinct groups of 
telangiectases are found. They occur 
on the skin of the face and nasal and 
buccal mucous membranes. Profuse 
hemorrhages may occur spontaneously 
or as the result of traumatism. Micro- 
scopically, a developmental defect in 
the vessels has been found—the elastic 
and muscular fibres appear to be want- 
ing. Clinically, syphilis, chronic 
plumbism, hyperthyreoidism and neph- 
ritis conduce to cardio-vascular degen- 
erative conditions. 


(15) Nasal Sinus Infection and 
Appendicitis. 

That appendicitis may occasionally 
be due to infection from a chronic nasal 
sinus discharge is the view of P. Wat- 
son- Williams (Practitioner, April, 1921). 
Of 90 patients suffering from nasal sinus 
infection (seen in private practice) 14 
or 15.5% had undergone the operation 
of appendicectomy, and two had been 
subjected to operations for duodenal 
ulcer. Of the others 2 had suffered 
from gastric ulcer and several had 
gastric catarrh and colitis. Nasal sinus 
infections have been far more prevalent 
since the influenza epidemic of 1890 
and in this period during which it has 
been endemic, the relative frequency of 
appendicitis and of operations for its 
relief has probably been due to the 
greater frequency of the nasal sinus 
lesions, 
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VARIOLA IN MELBOURNE. 


The following information concerning the recent outbreak 
of variola in Melbourne is of epidemiological importance. 
S.s. Gracchus arrived from Singapore in Melbourne on April 
7 1921. Two days later a Lascar fireman was sent to the 
Melbourne Hospital on account of an illness diagnosed as 
malaria. He was admitted to General Medical Ward 26 
and after two and a half hours was transferred to a special 
room connected with the ward. On April 11, i.e., two days 
after admission, Dr. M. Stewart, the Medical Superintendent, 
notified that the patient was suffering from variola. A medi- 
cal officer of the Quarantine Service and a medical officer of 
the Victoriam Health Department examined the patient and 
arrived at the conclusion that the disease was varicella. 
Arrangements, however, were made at once at the request 
of the medical officer of the Quarantine Service for the 
transference of the patient to Coode Island, pending his 
removal to Point Nepean Quarantine Station. The patient 
was removed on the same afternoon and on the following 
day the disease manifested itself as variola. The patient 
died a few days later. 

On April 11 the medical Superintendent of the Melbourne 
Hospital vaccinated all the patients in Ward 26 and all 
the members of the staff who had been in proximity to the 
Lascar patient. 

On April 25, 1921, a woman, aged 40, was brought in a 
eab to the Melbourne Hospital acutely ill. There was a 
profuse rash on her face. The Resident Medical Officer on 
duty saw the woman in the cab, made a diagnosis of morbilli 
and obtained admission for her at the Infectious Diseases 
Hospital. On the following day Dr. V. Scholes, the Medical 
Superintendent of the Infectious Diseases Hospital, made a 
diagnosis of variola and had the patient removed on the 
same day to Coode Island, where she died on April 30. 
This woman had been a patient in Ward 28 of the Melbourne 
Hospital from April 7 to April 16. Ward 28 is situated in 
the same block as Ward 26. She had not been in proximity 
to the Lascar patient. It was therefore assumed that some 
member of the Hospital staff had acted as a vector. 

The woman’s home was promptly isolated and all persons 
who had been in contact with her, were vaccinated and kept 
under surveillance by the Health Officer, Dr. F. W. Morton, 
and the officers of the Fitzroy Council for fourteen days. 
Dr. Scholes vaccinated all the patients and the members of 
the staff, numbering over 700 persons, in the Infectious Dis- 
eases Hospital. 

It appears that the woman patient had become ill on April 
22 and had consequently exposed various inmates of her 
house and visitors to infection for a period of three days. 
No person who had been in contact with her, developed 
the disease. It is stated that the patient had been vaccin- 
ated in infancy. The vaccination marks, however, were ob- 
scured by the rash. 

On April 29, 1921, Dr. Maxwell, Medical Officer of Health 
at Collingwood, reported a case suggestive of small-pox. 
The patient was an unmarried woman, aged 26 years, who 
had visited her father in Ward 26 of the Melbourne Hospital 
on April 10. She had stated that she had noticed through 
the open door a black man in bead when she had passed the 
special ward. The distance from the patient’s bed to the 
door was about two metres. The patient was removed to 
Coode Island on the same day and the diagnosis of variola 
was confirmed. All contacts were vaccinated and the house 
was isolated. The patient had been vaccinated in infancy 
and had three good marks on her arm. She suffered from 
discrete variola and made an uninterrupted recovery. The 
disease did not spread among those who had been in contact 
with the patient. 

On April 27 a male Geelong resident, aged 25 years, be- 
came ill and was confined to bed. Variola was diagnosed 
on May 5 and the patient was removed to Coode Island on 
the following day. The attack was a mild one with a dis- 
crete rash and recovery ensued. The patient’ had been vac- 
cinated in infancy and two good marks were seen. No 
association with any of the other patients could be traced. 

On May 13 the mother of the Geelong patient became ill 
and on May 16 the diagnosis of variola was made. She had 
been vaccinated on May 6, but the inoculation had not 
“taken.” The patient was removed to Coode Island on the 
same day. This patient had been vaccinated in infancy and 
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She had nursed her 
She 


showed moderately well-defined marks. 
son until he had been removed to isolation on May 6. 
had a mild attack and soon recovered. 

It is pointed out that isolation of the Melbourne Hospital 
and of the Hospital for Infectious Diseases would have been 
impossible. Reliance was therefore placed on vaccination and 
surveillance. In view of the highly infectious nature of 
the disease the efficacy of vaccination in checking the out- 
break has been remarkable. 


ere 


MEMORIAL FUND IN VICTORIA. 





THE WAR 

The Council of the Victorian Branch of the British Medi- 
cal Association have appointed ‘a sub-committee consisting 
of Dr. J. W. Dunbar Hooper, Convener, Dr. S. Stanley 
Argyle, Dr. R. H. J. Fetherston, Dr. W. Kent Hughes and 
Dr. Victor Hurley, C.M.G., with the President and Honorary 
Secretary as ex officio members, for the purpose of deter- 
mining the most suitable manner in which the memory of 
medical practitioners who sacrificed their lives in Naval, 
Military and Air Force Service during the great war, 
can be perpetuated. The committee have engaged 
Mr. Web Gilbert to prepare a monument in_ bronze 
six feet in height on which the names of those who have 
fallen, will be engraved. The sum of £600 will be 
required. The committee has determined to await 
the collection of this money before asking Mr. Web Gilbert 
to proceed with the work. Each membr of the Branch 
is being asked to subscribe £1 1s. or more. No formal re- 
ceipt will be sent to subscribers. The names of those who 
contribute, but not the amounts, will be published in this 
Journal and similar lists will be kept for inspection at the 
Medical Society Hall. 

We would appeal to every member of the Victorian Branch 
to send a cheque to any member of the sub-committee as 
promptly as possible. The following have already sent in 
their contributions: 

Rothwell Adam, Lilian Alexander, Charles Bage, James W. 
Barrett, Richard J. A. Berry, J. L. Blakie, J. Bonnin, John 
Brett, R. W. Chambers, S. Cockrane, Hobill Cole, Stephen 
Cooke, E. R. Cordner, Arthur Crooke, Arthur Davenport, 
H. C. Disher, Horace Downing, W. W. Ewbank, N. Hamilton 
Fairley, Stewart Ferguson, J. W. Florance, H. S. Forrest, 
Robert Fowler, A. C. Fraser, J. M. Gardiner, C. Gray, Janet 
Greig, J. de B. Griffith, A. E. V. Hartkopf, H. F. Hayes, 
J. H. Henderson, H. M. Hewlett, J. H. C. Hicks, G. J. 
Hodgson, J. W. Dunbar Hooper, W. Kent Hughes, Stanley 
Cc. Jamieson, C. E. Jelbart, F. S. Jermaine-Lulham, T. C. 
Kerr, 3asil Kilvington, Mary Lane, F. E. Langley, F. R. 
Legge, H. Lillies, E. F. Lind, William Lowe, A. Lyons, A. 
Fay Maclure, Ramsay Mailer, J. T. Matthews, A. N. 
McArthur, G. A. D. McArthur, D. McLean, Felix Meyer, 
D. Murray Morton, J. H. Nattrass, J. A. D. Nish, A. G. Owen, 
R. A. Parker, J. Scott Paton, O. Penfold, Sydney Pern, 
Balcombe Quick, Christiana Reid, P. M. Reid, C. Roche, R. 
G. Ruddle, W. McR. Russell, E. E. R. Sawrey, Robert Scott, 
J. Grantley Sheiton, R. E. Short, R. E. Shuter, T. W. Sinclair, 
W. Beattie Smith, H. D. Stephens, Walter Summons, E. W. 
Sutcliffe, G. Adlington Syme, A. E. Taylor, A. J. Trinca, 
W. D. G. Upjohn, C. E. Watson, A. B. Webb, J. Ramsay 
Webb, P. S. Webster, Reginald Webster, Gerald C. Weigall, 
J. W. Wilkinson, A. Jeffreys Wood, F. Aldersley Wood, W. 
Atkinson Wood. 


<i 
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The undermentioned has been nominated for election as a 
member of the New South Wales Branch of the British 
Medical Association: 

Frank Augustus Essery Lawes, Esq., M.B., Ch.M., 1921 
(Univ. Sydney), Royal Prince Alfred Hospital, 
Camperdown. 

The undermentioned have been elected as members of the 
New South Wales Branch: 

W. K. Muston, Esq., M.B., Ch.M., 1920 (Univ. Sydney), 
Marsden Street, Parramatta. 

Miss Marjory J. Ross, M.B., Ch.M., 1918 (Univ. Sydney), 
Royal Alexandra Hospital for Children, Camper- 
down. 

H. K. Shaw, Esq., M.B., Bac. Surg., 1914 (Univ. Edin.), 
Murwillumbah. 

Walter Yum, Esq., M.B., Ch.M., 1921 (Univ. Sydney), 
North Street, Marrickville, 
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University Intelligence. 


THE UNIVERSITY OF SYDNEY. 


A meeting of the Senate of the University of Sydney was 
held at University Chambers, Phillip Street, Sydney, on 
June 14, 1921. The degree in absentia of Master of Surgery 
was conferred upon Mr. G. W. Macartney, M.B., of Lismore. 

The folowing appointments were made: 

Honorary Demonstrators in Pathology: Dr. O. Latham and 
Dr. L. H. Hughes. 

Lecturer in Public Health: Harvey Sutton, M.D., Ch.B. 
(Melb.), D.P.H. (Melb.), B.Se., (Research), Oxford. 

Demonstrator in Anatomy (part time): Mr. J. McKee, 
M.B., Ch.M.. 

It was also decided that a lecturer in dental materia medica 
be appointed to deliver a course of ten lectures. 

An invitation was received from the Pan-Pacific Union to 
send a representative to the Educational Conference to be 
held at Honolulu in August next. The matter was left in 
the hands of a committee consisting of the Chancellor, Vice- 
Chancellor and Professor MacCallum to make the necessary 
arrangements. 

A letter was received from Dr. H. Norrie, offering a prize 
of £8 3s. to medical students for an historical essay. 

On the recommendation of the Faculty of Medicine, it was 
decided that a committee of management of the Museum 
of Materia Medica be appointed consisting of the Dean, the 
Professors of Medicine and Physiology, the Lecturers in 
Materia Medica and Pharmacy, and that the Lecturer in 
Pharmacy should be Honorary Curator of the Museum. 

On the recommendation of the Professorial Board it was 
decided to raise the stipend of the James King, of Irrawang, 
Scholarship from £200 to £250. 


aati 


Naval aud Military, 


APPOINTMENTS. 





The following appointments, etc., have appeared in the 
Commonwealth of Australia Gazette, No. 53, of the 16th 
of June, 1921: 

Australian: Naval and Military Expeditionary Force. 
To be Temporary Captains, Army Medical Corps— 
John William O’Brien, 3rd March, 1921. 
Arthur Ivan Granville McLaughlin, 20th April, 1921. 


APPOINTMENTS TERMINATED. 
Third Military District. 
Major H. St. J. Mitchell, 30th May, 1921. 


Fourth Military District. 
Lieutenant-Colonel J. W. Flood, 1st April, 1921. 


Australian Military Forces. 
APPOINTMENT TO SUBSTANTIVE COMMISSIONS ON THE RESERVE 
OF OFFICERS. 
Second Military District. 
To be Captains— 

Arthur Thomas Rowlandson Robinson, Robert Joseph 
Murphy, Arthur Roy Hunt, B. B. Blomfield, 
Donald Walter McCredie, M.C., Gordon Charles 
Wesley Holmes, Ormond Gillespie Tunks, Thomas 
Yeates Nelson, Frank Norman Waddell, Gordon 
Harold Pfeiffer, Alexander MacCredie Luker. 

Australian Army Medical Corps— 

Fergus Roy Cumming to be Captain (provision- 
ally), ist May, 1921. 

Captain L. T. Alsop, M.C., to be appointed from the 
Reserve of Officers, 16th May, 1921. 

Honorary Captain T. E. Parker to be appointed 
from the Reserve of Officers and to be Captain 
(provisionally), 16th May, 1921. 

Captain A M. Aspinall to be appointed from the 
Reserve of Officers, Ist May, 1921. 

Major, H. J. Clayton to be transferred to the Un- 
attached List, 31st March, 1921. 





Majors (Honorary Lieutenant-Colonels) J. Reiach 
and A. M. MelIntosh to be transferred to the 
Reserve of Officers, and to be Lieutenant- 
Colonels, 31st March, 1921. 

Majors A. W. H. a’Court and A. J. Aspinall, and 
Captain A. MacInnes to be transferred to the 
Reserve of Officers, 31st March, 1921. 

Temporary Captain R. Beith to be re-transferred to 
the Reserve of Officers and to be Captain, 31st 
March, 1921. 

Captains (provisionally) L. R. Parker, R. U. Russell, 
Kk. H. Barnes, F. W. Doak, T. L. Pawlett, H. F. 
J. Norrie, and R. A. Lovejoy to be transferred 
to the Reserve of Officers, and to be Honorary 
Captains, 3lst March, 1921. 

Lieutenant (provisionally) J. A. Lawson to be trans- 
ferred to the Reserve of Officers, and to be 
Honorary Captain, 1st July, 1921. 

The resignation of Captain F. S. Tange of his 
provisional appvintment is accepted, 31st March, 
1921. 

Lieutenant (provisionally) IX. Rosanove to be trans- 
ferred from the Australian Army Medical Corps, 
8rd Military District, and to be supernumerary 
to establishment, 31st May, 1921. 

Reserve of Officers— 

Major (Honorary Lieutenant-Colonel) J. S. Purdy, 
D.S.O., to be transferred to the Unattached List, 
1st May, 1921. 

Major J. W. Wilkinson and Captains (Honorary 
Majors) R. L. Brown and H. Stoker, V.D., to 
be transferred from the Reserve of Officers, 3rd 
Military District, 31st May, 1921. 


Third Military District. 
To be Captains— 

Keith Arnold Stephenson, Joseph Ringland Ander- 
son, M.C., Ronald Sydney Andrews, Leonard 
Walter Johnston, Ronald Gurney Stott, ist July, 
1920. 

Australian Army Medical Corps— 

Temporary Captain J. C. P. Strachan, 1st October, 
1920. 

Major I. Blaubaum and R. C. Withington, Captains 
G. J. K. Melver and A. P. Derham, M.C., Honor- 
ary Captains H. A. S. Newton, and R. A. Fox 
from the Reserve of Officers, Ist May, 1921. 

Captains F. J. B. Miller and F. W. Fay, M.C., from 
the Reserve of Officers, to be Captains, Ist April, 
1921. 

William Frank Tate to be Captain (provisionally), 
1st April, 1921. 

Alan Edward Lee, Keith Douglas Fairley and Harrie 
Edward Pearce to be Lieutenant (provisionally), 
1st April, 1921. i 

Major H. F. Hayes is transferred to the Reserve 
of Officers, 16th May, 1921. 

Captain D. D. Coutts, D.S.O., is transferred to the 
Reserve of Officers and to be Major, ist April, 
1921. 

The temporary rank of Lieutenant-Colonel granted 
to Major P. G. Dane is terminated, 28th August, 
1920. 

The temporary rank of Captain granted to Lieu- 
tenant (provisionally) FE. Rosanove is termin- 
ated, 2nd April, 1920. 

Frederick William Jackson to be Captain (provision- 
ally), Ist May, 1921. 

Major J. A. O’Brien to be transferred to the Reserve 
of Officers, 16th May, 1921. 

Captain J. R. Webb and Captain (Honorary Lieuten- 
ant-Colonel) A. H. Thwaites, D.S.O., to be trans- 
ferred to the Reserve of Officers, and to be 
Lieutenant-Colonels, Ist May, 1921. 

Captains (Honorary Majors) J. C. Campbell, D.S.O., 
R. E. Dunn and C. G. G. Moodie to be trans- 
ferred to the Reserve of. Officers, and to be 
Majors, 1st May, 1921. 

Captain W. J. Forshaw to be transferred to the 
Reserve of Officers, Ist May, 1921. 
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Unattached List— 

The age for retirement of Lieutenant-Colonel H. A. 

Embling, V.D., is extended to 30th June, 1921. 
Reserve of Officers— 

Captain A. W. Connelly is transferred from the Aus- 
tralian Army Medical Corps, 5th Military Dis- 
trict, 31st March, 1921. 

Honorary Captain H. Fleming Dunstan is transferred 
from the Reserve of Officers, 4th Military Dis- 
trict, 2lst March, 1921. Honorary Captain Wil- 
liam Hart Steel is granted the temporary rank 
and pay of Major whilst employed at No. il 
Australian General Hospital, 6th October, 1920. 

Referring to Executive Minute No. 117, promulgated 
in Commonwealth of Australia Gazette, No. 27, 
dated 24th March, 1921, the date of the grant 
of the temporary rank and pay of Major to Cap- 
tains J. R. Porter, D. C. Worch and Honorary 
Captain R. D. Lemon, whilst employed at No. 
11 Australian General Hospital, is amended to 
read “6th October, 1920.” 

The temporary rank of Lieutenant-Colonel granted 
to Major R. C. Withington and Honorary Major 
K. Hiller is terminated from 5th October, 1920, 
and 29th February, 1920, respectively. 

The temporary rank of Major granted to the under- 
mentioned officers are terminated from the dates 
shown after their respective names: 

Captain H. E. Featherstone, 8th July, 1919. 
Honorary Captain W. de W. Henty, 11th 
August, 1919. 
R. Watson, 30th August, 1920. 
A. S. Johnson, 17th February, 1919. 
R. R. Wettenhall, 30th September, 
A. H. Melville, 11th May, 1919. 
P. Major, 9th January, 1920. 
W. A. Ponsford, 28rd May, 1919. 
. L. Potter, 14th September, 1920. 
A. Lemon, 17th June, 1919. 
R. Moore, 30th September, 1920. 
R. 
M. 
= ok 
. B. 
a * 


1919. 


Mackay, 5th October, 1920. 
Eadie, 31ist August, 1920. 
Barber, 6th April, 1920. 
Heyward, 14th May, 1920. 
Forrest, 10th June, 1920. 
T. G. S. Leary, 17th August, 1920. 
Cc. T. Stephen, 7th November, 1920. 
Deugilas John Thomas to be Honorary Captain, 15th 
February, 1921. 


. 
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In the Commonwealth of Australia Gaette, No. 55, of June 
23, 1921, it is announced that Colonel A. E. Shepherd, C.B.E., 
D.S.O., V.D., has relinquished the temporary appointment 
of Principal Medical Officer of the 4th Military District 
and Officer Commanding the No. 7 Australian General 
Hospital. The date given for the termination of his services 
is December 14, 1920. 

Lieutenant-Colonel H. H. E. Russell, O.B.E., has been ap- 
pointed Principal Medical Officer temporarily and part- 
‘time of the 4th Military District with pay at the rate of 
£350 “per annum as from December 15, 1920. 

In the same Gazette there appears the following official 
notice: 

Colonel (temporary Brigadier-General) G. Cuscaden, 
V.D., relinquishes the temporary appointment of Director- 
General of Medical Services and the temporary rank of 
Brigadier-General and is placed on the Retired List 
with the honorary rank of Major.General and with per- 
mission to wear the prescribed uniform, 30th June, 1921. 

Major-General Sir N. R. Howse, V.C., K.C.B., K.C.M.G., 
Unattached List, to be Major-General, Australian Army 
Medical Corps (Permanent), and to be appointed Director- 
General of Medical Services, with pay at the rate of 
£1,500 per annum, inclusive of all allowances except 
travelling, Ist July, 1921.—(Ex. Min. No. 231.) 


<i 
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REMUNERATION OF QUARANTINE MEDICAL 
OFFICERS. 








The Commonwealth Medical Quarantine Officers’ Associa- 





tion recently appealed to the Public Service for an investi- 
gation into the question of remuneration and for an ad- 
justment of salaries. On June 2, 1921, Mr. Atlee Hunt, the 
Public Service Arbitrator, issued his report after having 
heard evidence in support of the claim. The determination 
will be laid before both Houses of Parliament and will come 
into operation thirty days later unless Parliament deter- 
mines otherwise. Quarantine Medical Officers are to be paid 
£606 per annum on appointment with an increment of £96 
at the end of twelve months. Two further increments of 
£48 each may be granted at the discretion of the permanent 
head; not longer than two years shall elapse between the 
granting of the two smaller increments. The payment of 
all increments is to be subject to a satisfactory discharge of 
duties. 

Chief Quarantine Officers are to be paid £900 per annum, 
with increments of £50 advancing to. £1,100 per annum at 
the discretion of the permanent head. The present salary of 
the Officers in Charge of the North Eastern, of the New 
South Wales Division and of the Laboratories is £1,000 
per annum and that of the Officers in Charge of the West- 
ern Australian and Victorian Divisions is £900 per annum. 
The increased salaries will be calculated as from July 1, 1921. 

Officers who on July 1, 1921, are receiving £504 plus £12 
allowance, £600 plus £6 allowance and £600 plus £42 allow- 
ance, will receive £606, £702 and £720 respectively. All mar- 
ried or widowed members of the Commonwealth Medical 
Quarantine Officers’ Association are to receive in addition 
to their salary £50 per annum to meet the increased cost 
of living as from January 1, 1921, while all unmarried 
members are to receive an allowance of £30 for the same 
purpose. 


<i 


Correspondence. 


RESUSCITATION BY INJECTING ADRENALIN INTO 
HEART. 








Sir: With reference to the numerous articles appearing of 
late in the British Medical Journal concerning the value of 
injection adrenalin into the heart in cases of apparent 
death, the following case may be of interest. 

At 5 p.m. on May 31, 1921, I was called to attend a boy, 
T.W., who had fallen into Cook’s River, Canterbury. Wit- 
nesses state that he was in the water five minutes. Another 
boy dived in three times and brought patient. to the surface. 
When I arrived he lay stretched on the river bank. A 
young man had been performing artificial respiration by 
Shafer’s methods for four minutes. Patient was black in 
the face and apparently drowned. With a hypodermic 
syringe I injected six minims of adrenalin into the heart 
at the apex. In two minutes he made convulsive move- 
ments and commenced to breathe heavily. Artificial respira- 
tion was then delayed and patient was removed to a house 
nearby; sponged with mustard and hot water; strychnine 
sulphate (gr. '/@) given hypodermically. Colour improved; 
breathing heavily; still unconscious; commencing to struggle. 
At 6 p.m. I had him removed by ambulance to his own 
home, where I advised his parents to get their family 
physician, Dr. W. Newton, to attend him. Have since been 
informed that he regained consciousness at 7 p.m. No 
signs of pneumonia appeared, despite the foul nature of 
the water in Cook’s River. His father informs me that he 
is now very well, but that his memory for all events occur- 
ring between three p.m. on the day of the accident and the 
next day is a blank. 

Yours, etc., 
KEVIN BYRNE. 
“Lakemba House,” Lakemba, : , 
June 13, 1921. 





SURGICAL ANA®SSTHESIA. 





Sir: Kindly allow me a few lines in correction of the third 
paragraph of my remarks on surgical anesthesia on page 
490 of your issue of June 11, 1921. 

There were two cases of strangulated hernia—in both 
eases simple taxis was unsuccessful. To relieve the dis- 
tress of the patients a dissolved tabloid of morphia (} grain), 
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atropine (1/500 grain) was injected over the neck of the 
sac in each case whilst preparations were made for opera- 
tion. In both caseS as soon as the morphia took effect 
spontaneous reduction of both herniw took place and no 
operation was required. I have heard of similar cases. Close 
observation will show that in gall and renal colic, pleurisy, 
etc., injections over the seat of pain will give quicker relief 
than when done at a distance, say, in the.arm. In refer- 
ence to chloretone I mentioned that my use of chloretone 
began in 1900 and each year has impressed me more and 
more with its value in minimizing shock. I must emphasize 
the point that one gramme is the smallest dose to obtain 
successful results. Given in a wafer it is absolutely taste- 
less. It lessens materially the amount of anezsthetic neces- 
sary, reducing in a marked manner the cost of the anesthetic. 

In paragraph 1, line 2, the sentence commencing with the 
word “unfortunately” is quite wrong. The technique was quite 
right, but two spinal injections producing no surface anes- 
thesia, I asked the anesthetist to give the patient chloro- 
form and the absorbed chloretone was supposed to have pre- 
vented any post-anesthetic sickness. Subsequent events 
proved the correctness of the theory. 

Yours, etce., 
LEONARD W. BICKLE. 
“Montagu House,” 
Ashburner Street, Manly, 
June 13, 1921. 


——— 


Obituary. 


WILLIAM MACANSH. 








By the death of William Macansh on May 15, 1921, the 
medical profession in Victoria have lost an esteemed col- 
league and the district of Brighton, in which he practised 
for 26 years, a citizen who, before his health failed, took an 
active interest in municipal work. 

William Macansh was born at “Kinross,” Raymond Terrace, 
New South Wales, on September 19, 1859. He received his 
early education at the Newcastle Grammar School and later 
at the Sydney Grammar School. In due course he matricu- 
lated at the University of Sydney. After a short period as 
a resident student of Trinity College, Melbourne, he proceeded 
to Edinburgh about the year 1880 and entered the medical 
school of that University. 

In the year 1885 he graduated as M.B., Ch.M., and in the 
months immediately succeeding he fulfilled a term as House 
Physician to the Edinburgh Royal Infirmary under Dr. 
(afterwards Professor) John Wyllie. A’ short period at the 
Rotunda Hospital; Dublin, immediately preceded his return 
to Australia in 1887, when he engaged in general practice 
at Brighton, the centre with which he was to be so long 
and honourably identified. 

William Macansh combined the conscientious practice of 
his profession with many civic duties. His public-spirited 
labours in the municipal field obtained recognition in his 
election as Mayor of Brighton and the general esteem in 
which he was held, was reflected in his appointment as 
Chairman of the local bench of honorary justices. In the 
wider sphere of State politics he also worked energetically 
and when the call came ‘to play his part in the war his 
services were availed of in transport duty to and from 
Egypt for a period of twelve months. At the end of that 
time his indifferent health compelled him to relinquish his 
military duties, as it had obliged him to abandon regular 
practice since 1913. 

As a member of the Medicai Board and in his capacity on 
the honorary staff of the Alfred Hospital, William Macansh 
was well known to the medical profession, whose sympathy 
is extended to his widow and daughter. 
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Proceedings of the Australian Medical Boards. 


NEW SOUTH WALES. 








The undermentioned have been registered, under the pro- 
visions of the Medical Act, 1912 and 1915, as duly qualified 
medical practitioners: 





Addison, Philip Lawrence Kenneth, M.B., Ch.M., 1921, 
Univ. Sydney, West Maitland. 

Cumming, Fergus Roy, M.B., Ch.M., 1921, Univ. Sydney, 
Mental Hospital, Gladesville. 

Fraser, Kenneth Barron, M.B., Ch.M., 1921, Univ. Syd- 
ney, R.P.A. Hospital. 

Hennessy, Raymond Valentine, M.B., Bac. Surg., 
Univ. Melbourne. 

Little, Dudley William, M.B., Ch.M., 1921, Univ. Sydney, 
Sydney Hospital. 

Mulhearn, Norman St. Clair, 
Sydney, Sydney Hospital. 

Patrick, James King, M.B., Ch.B., 1901; M.D., 1913, Univ. 
Glasgow; D.P.H., Roy. Coll. Phy. and Surg., Irel., 
1910. 


1918, 


M.B.,. Ch.M., 1921, Univ. 





VICTORIA. 

The undermentioned has been registered, under the pro- 
visions of Part I. of the Medical Act, 1915, as a duly quali- 
fied medical practitioner: 

Gordon, Arthur William, M.R.C.S., Eng., L.R.C.P., Lond., 
1890, G.P.O., Elizabeth Street, Melbourne. 

The names of the late Drs. William Macansh and Victor 
Joseph Emmanuel Zichy Woinarski have been removed from 
the Register 








QUEENSLAND. 





The undermentioned have been registered, under the pro- 
visions of The Medical Act of 1867, as duly qualified medical 


practitioners: ‘ 
Dovaston, Milward Edmund, M.R.C.S., Eng., 1883, Bris- 
bane. 
Goard, Edwin Mousley, M.B., Univ. Syd., 1921, Toowoomba 
Hospital. 


McClean, James Robert, M.B., Univ. Syd., 1920, Atherton. 
Scoles, Frank Garrett M.B., Ch.M., Univ. Syd., 1920, 
Cairns. 





SOUTH AUSTRALIA. 





The undermentioned have been registered, under the pro- 
visions of the Medical Act, 1919, as duly qualified medical 
practitioners: 

Robertson, Effiie Jessie, M.B., B.S., Melbourne, 1921. 
Bond, Barnabas Mayston, M.R.C.S., Eng, L.R.C.P., Lon- 
don, 1886, D.P.H., 1894. 





WESTERN AUSTRALIA. 





The undermentioned have been registered under the pro- 
visions of the 13th Section of The Medical Act, 1894, as duly 
qualified medical practitioners: 


Bennett, Chas. Harold, M.B., B.S., Melb., 1920, Perth 
Hospital 

Crooks, Arthur Augustus, M.B., B.S., Melb., 1913, 
Wickepin. 


O’Sullivan, Edward Francis, M.D., M.S., Royal Univ. 
Trel., 1886, L.M.K. & Q., C.P.I., 1887, Mornington. 
Phillips, William James Ellery, M.B., B.S., Adel., 1915, 
Guildford. 

Hobbs, Jack Rawlinson, M.B., B.S., Melb., 1920, Youanmi. 

McAleer, James, L. & L.M.R.C.P., Irel., L. & L.M.R.CS., 
Trel., 1919, Perth. 

Bassett, Richard Constantine, 
Fremantle. 


M.B., B.S., Melb., 1916, 
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Books Received. 


THE MEDICAL ANNUAL, 1920: A YEAR BOOK OF TREATMENT. AND 
PRACTITIONER'S INDEX; Thirty-ninth Year; 1921. Bristol: John 
Wright & Sons, Limited. London: Simpkin, Marshall, Hamilton, Kent 
& Co., Ltd.; Demy 8vo., pp. 498. Price, 15s. net. 

A MANUAL OF SURGICAL ANATOMY, by Charles R. Whittaker, 
F.R.C.S., F.R.S.E.: Third Edition, revised and = enlarged; 1921. 
Edinburgh: E. & S. Livingstone; Crown Svo., pp. 429. Price, 15s, net. 

A TEXT BOOK OF MEDICAL JURISPRUDENCE AND TOXICOLOGY, 
by John Glaister; Fourth Edition; 1921. Edinburgh: E. & S, Living- 
stone; Demy S8vo., pp. 902, with 137 illustrations and one coloured 
plate. Price, 30s. net. 
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INDISPENSABLE ORTHOPZDICS: A Handbook of Treatment, by F. 
Calot; Second English Edition, translated from the Seventh French 
Edition by A. H. Robinson, M.D., M.R.C.S.; 1921. London: Bailliére, 
Tindall & Cox; Royal 8vo., pp. 1,108, with 8 coloured plates and 
1,140 figures in the text. Price, 42s, net. 
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A complimentary dinner will be given by the officers of 
the Australian Army Medical Corps in the Third Military 
District to Major-General G. Cuscaden, V.D., and Colonel A. 
H. Sturdee, C.M.G., V.D., who are relinquishing the positions 
of Director-General of Medical Services and Principal Medi- 
cal Officer of the Third Military District respectively. The 
dinner will be held at the Café Frangais, Little Collins Street, 
Melbourne, on Tuesday, July 12, 1921, at 7.30 p.m. Even- 
ing dress will be worn. 

Officers on the active, reserve or retired list of the Aus- 
tralian Army Medical Corps who desire to attend, are re- 
quested to inform Major C. Morley, Victoria Barracks, Mel- 
bourne, not later than Tuesday, July 5, 1921. 


— 


We regret to announce the death of Dr. L. W. Bickle, which 
took place on June 28, 1921, in Sydney. 


ee 


Medical Appointments. 


On June 13 at a meeting of the Conjoint Board of the 
Royal Prince Alfred Hospital Dr. W. C. Mansfield (B.M.A.) 
was appointed Honorary Surgeon for Diseases. of the Ear, 
Throat and Nose, and Dr. Grant B. Lindeman (B.M.A.) 
Honorary Assistant Physician for Diseases of the Skin. 
At the same meeting the appointment of the undermentioned 
Resident Medical Officers was made for the ensuing year: 
Drs. G. T. Ferris, E. M. Sheppard, M. H. Thomas, J. C. Green, 
G. M. B. Hales, M. B. Fraser, F. A. E. Lawes, C. M. Taylor, 
J. R. Allison, J. H. W. Leadley, K. B. Fraser, ,E. L. Sus- 
man, Muriel S. Lane, P. H. Stanley, M. Geaney, W. Chap- 
man, ,H. A. Sweetapple, Kathleen Clouston, H. W. T. Chen- 
hall and A. C. C. Burstall. 

Under Section 13 of The Workers’ Compensation Act, 
1912, Dr. C. Douglas Kerr, of Fremantle, has been appointed 
a Medical Referee. 
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Medical Appointments Vacant, etc. 


For announcements of medical a itments vacant, assistants, 
tenentes sought, etc., see ‘‘Advertiser,’’ page xx. 


University of ~<a Professor of Psychiatry. 
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Medical Appointments. 


IMPORTANT NOTICE. 


< 


locum 





“Medical practitioners are requested not to apply for any 
appointment referred to in the following table, without having 
first communicated with the Honorary Secretary of the Branch 
named in the first column, or with the Medical Secretary 
of the British Medical Association, 429 Strand, London, W.C.. 





Branch. APPOINTMENTS. 





Australian Natives’ Association. 

Ashfield and District Friendly So- 
cieties’ Dispensary. 

Balmain United Friendly Societies’ Dis- 

NEW SOUTH 
WALES. 


(Hon. Sec., 30-34 
Elizabeth Street, 
Sydney.) 


pensary. 
Friendly Society Lodges at Casinc. 
Leichhardt and Petersham Dispensary. 
Manchester Unity Oddfellows’ Medical 
Institute, Elizabeth Street, Sydney. 
Marrickville United Friendly Societies’ 
Dispensary. 
North Sydney United Friendly Societies. 
People’s Prudential Benefit Society. 
Phenix Mutual Provident Society. 














APPOINTMENTS. 





VICTORIA. 
(Hon Sec., Medi- 
cal Society Hall, 
East Melbourne.) 


All Institutes or Medical Dispensaries. 

Manchester Unity Independent Order 
of Oddfellows. 

Australian Prudential sceeuanenaeel Pro- 
prietary, Limited. 

Mutual National Provident ‘Club. 

National Provident Association. 





QUEENSLAND. 
(Hon. Sec., B.M.A. 
Building, Adelaide 
Street, Brisbane.) 


Australian Natives’ Association. 

Brisbane United Friendly Society In- 
stitute. 

Stannary Hills Hospital. 





SOUTH AUS- 
TRALIA. 
(Hon. Sec., 3 North 
Terrace, Adelaide.) 


Contract Practice Appointments at 
Renmark. 

Contract Practice 
South Australia. 


Appointments in 





WESTERN AUS- 
TRALIA, 
(Hon. Sec., 6 Bank 
of New’ South 
Wales Chambers, 
St. George’s Ter- 
race, Perth. 


All Contract Practice Appointments in 
Western Australia. 





NEW ZEALAND: 
WELLINGTON 
DIVISION. 

(Hon. Sec., 
lington.) 


Wel- 





Friendly Society Lodges, 
New Zealand. 


Wellington, 





Diary for the Month. 


5.—N.S.W. Branch, BMA, | Council (Quarterly). 

6.—Vic. Branch, B.M.A.. 

8.—N.S.W. Branch, B.M.A., Clinical. 

8.—Q. Branch, B.M.A., Council. 

8.—S. Aust. Branch, B.M.A., Council. 

12.—N.S.W. Branch, B.M.A., Ethics Committee. 

12.—Tas. Branch, B.M.A.. 

13.—Melb. Peediatric Society ¢€Vic.). 

14.—Vic. Branch, B.M.A., Council. 

19.—N.S.W. Branch, B.M.A., Executive and Finance 
Committee. 


20.—Federal Committee of the B.M.A. 


in Australia. 


20.—W. Aust. Branch, B.M.A.. 

22.—Q. Branch, B.M.A., Council. 

22.—Western Med. Assoc. (N.S.W.). 

26.—N.S.W. Branch, B.M.A.: Medical Politics Commit- 
tee: Organization and Science Committee. 

27.—Vic. Branch, B.M.A., Council. 

28.—S. Aust. Branch, B.M.A.. 

28.—Clinical Meeting at the Hospital for Sick Children, 


Brisbane. 


29.—N.S.W. Branch, B.M.A.. 
3.—Vic. Branch, B.M.A.. 
5.—Q. Branch, B.M.A.. 





EDITORIAL NOTICES. 


—_— 


Manuscripts age ond to the office of this journal cannot under any 


circumstances be return 


Original articles forwarded 
Medical Journal of 


to The 
All communications 

Journal of Aust 

(Telephone: B. 4685.) 


are understood to be offered 
a. the contra 
‘The Hditor,’’ 
Blisabeth 8 











